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/YNHE more common causes of bleeding from 
a single kidney are usually demonstrable. 
Kretschmer (1), for example, observed the 

phenomenon in seventy-three cases including 

twenty-three cases of renal tuberculosis, twelve of 
nephritis, eight of renal calculus, eight of hyper- 
nephroma, eight of colon-bacillus infection, two 
of renal tumor, two of polycystic disease, two of 
trauma, two of hydronephrosis, two of renal 
carcinoma, one of pyonephrosis, one of movable 
kidney, one of doubtful stone, and one of oxaluria. 

In twenty-eight cases observed by Chute (2) the 

renal pathology was divided as follows: hyper- 

nephroma eight, nephritis seven, renal tuber- 
culosis five, calculus four, hydronephrosis three, 
and polycystic kidney one. 

Unilateral hematuria of the so-called essential 
type, however, is the subject of much conjecture. 
Young (3) states that the first case of varicose 
veins of a papilla was demonstrated in 1898. 
Fenwick (4), in 1904, found varicosities of a 
papilla in six instances in which he opened the 
pelves of bleeding kidneys. Dowd (5), Myles 
(6), Kretschmer, Pilcher (7), Braasch (8), Mac- 
Gowan (9), Bunts (10), Whitney (11), Newman 
(12), Cabot (13), Payne and Ballenger (14), and 
Rytina (15) have since encountered the same 
condition. 

In this connection Payne and MacNider (16) 
describe the microscopic findings in three cases of 
nephrectomy as consisting of “few if any changes 
in the cortex, a marked overgrowth of chronic 
inflammatory tissue in the medulla and pyramids 
which surrounded the vessels of this zone, and 
these vessels, in turn, dilated and resembling vari- 


cosities.”” The overgrowth of connective tissue in 
the papilla and at the cortico-medullary junction 
interfered with the venous return, thereby pro- 
ducing varicosities and actual hemorrhage from 
the papilla. Braasch reminds us that clamping 
of the kidney pedicle at operation gives the 
appearance of varicosity and therefore the 
diagnosis of renal varix is not positive without 
microscopic confirmation. 

Quimby (17) examined two kidneys which had 
been removed because of persistent hamaturia. 
Macroscopically both organs appeared normal. 
Microscopic examination showed the parenchyma 
to be normal but revealed hemorrhage just 
beneath the epithelium of the pelvis and to a 
less extent in the substance of the papilla itself in 
both. In one there was no evidence of inflamma- 
tion, but vascular distention, rupture, and hamor- 
rhage were found, the latter due to mechanical 
rupture or injury of the thin-walled vessels by 
some injurious circulating agent. In the other 
case inflammatory changes were present but there 
were no evidences of bacteria although they 
might have been present within the lesions. 
Certainly some local injurious agent was present. 

Wulff (18) in one instance discovered micro- 
scopically the presence of red blood cells between 
the tuft and the wall in the glomerule without 
evidences of nephritis, and Gunn (19) found 
severe interstitial changes in an excised kidney. 
Young states that the examination of three ex- 
cised kidneys showed in one instance angioma of a 
papilla, in another merely congestion, and in the 
third the evidences of chronic infectious ne- 
phritis. Young observes that since bleeding re- 
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curred twice after operation in the third case, the 
condition was either bilateral or was not the 
original cause of the hematuria. 

Kretschmer (20), in reviewing the microscopic 
findings in eighty-seven cases, noted the fre- 
quent occurrence of nephritic changes and 
stated that obscure hematuria may be due also to 
infections and to changes in thé blood vessels of 
the pyramids, arteriosclerotic dilatation of small 
vessels, or angioma of the papilla. 

Although the microscopic findings in these ob- 
scure cases are varied and sometimes negative, 
Newman reminds us that we should hesitate to 


‘make a diagnosis of essential hematuria since 


careful search may reveal a few discrete lesions 
of a glomerulo-nephritis. And Schuller (21) 
states that there are practically always either 
gross or microscopic lesions in these bleeding 
kidneys. 

Young and Walther (22) also believe that idio- 
pathic hematuria is very rare. Morris (23), 
however, reported three instances in which, after 
nephrectomy, no Jesion could be demonstrated. 
Kretschmer reported two negative microscopic 
findings in twenty-seven cases, and MacGowan, 
Levy (24), and Braasch each found no pathology 
in one instance. Ross (25) also observes that 
sometimes sections do not show the cause of the 
bleeding. 

Rytina enumerates the causes to which obscure 
hematuria has been attributed as follows: (1) 
passive congestion, (2) patchy or diffuse fibrosis 
of the kidney, (3) chronic papillitis, (4) varicose 
papilla, (5) nervous vasomotor reflexes without 
anatomical lesions, (6) glomerular nephritis, 
(7) bacillus coli communis infection, and (8) 
localized nephritis. Braasch concludes that the 
unexplained hematurias are due probably to 
chronic insidious infections confined around the 
papill. 

The frequency of nephritic change has been 
noted by many observers. Kretschmer, for ex- 
ample, records the discovery of such changes in 
seventy-five of eighty-nine microscopic examina- 
tions. Bunts observes that operation revealed 
unsuspected nephritis in eleven cases, and 
Squier (26) states that the usual findings are 
those of a glomerulo-nephritis due probably to a 
chronic focal infection elsewhere in the body. 
Rytina believes that localized nephritis without 
the usual nephritis signs is probably the most 
frequent cause of obscure hematuria. 

Ross observes that microscopic examination of 
kidneys removed for essential hematuria often 
reveals evidences of interstitial nephritis although 
the clinical signs and symptoms of nephritis are 


lacking. Dowd reported a case of painless hema- 
turia of five years’ duration in which no abnor- 
mality was found when the pelvis of the kidney 
was opened. The bleeding stopped. Later albu- 
min and hyaline casts appeared in the urine. 
Apparently the bleeding had been due to a 
chronic nephritis which had not been manifest 
before. 

Walther (27) reported an instance in which, 
following nephrectomy to save life, microscopic 
examination revealed infectious nephritis. Young 
believes that obscure hematuria usually indicates 
a prenephritic renal disturbance. Most observers 
agree with Randall (28) and Spitzer (29) that 
chronic passive congestion is an important eti- 
ological factor in obscure renal hemorrhage. 

Renal calculi, tuberculosis, and tumors must 
be differentiated from the so-called essential 
hematuria because, according to Newman, they 
may be painless and, as Kretschmer states, they 
may often occasion profuse urinary hemorrhage. 
Newman observes that these conditions and 
unilateral nephritis also are demonstrable by our 
usual diagnostic aids, the X-ray, bacteriologic 
and microscopic examinations of the urine, and 
cystoscopy. 

On the other hand, Ross found evidences of 
interstitial nephritis on microscopic examination 
of excised bleeding kidneys although the clinical 
signs and symptoms of nephritis had been lacking. 
Rytina believes that localized nephritis without 
nephritic signs is the most frequent cause of 
obscure renal hemorrhage, and Bunts observes 
that operation revealed nephritis in eleven cases 
undiagnosed before operation. 

Regarding the differentiation from essential 
hemorrhage Braasch states that in chronic 
nephritis the hematuria is scanty and other 
symptoms of nephritis are present. Infectious 
nephritis is indicated by the presence in the urine 
of pus and bacteria, by chills and fever, and fre- 
quently by a dull pain over one or both kidneys. 
Such infections are usually bilateral. Pyelitis is 
marked by dull persistent pain, whereas the pain 
of essential hematuria is caused only by a blood 
clot. The pus cells in pyelitis are few and 
pyelography shows irregularity of the renal pelvis. 
In renal tuberculosis hematuria is occasionally 
the only early symptom. Guinea-pig inoculation 
may clear up the difficult differentiation from 
essential hematuria. Braasch reminds us further 
that small stones may be negative to the X-ray 
and that the diagnosis of renal varix may depend 
upon the microscope. 

The problem of differentiation between bleed- 
ing due to renal neoplasm and hemorrhage of the 
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essential type demands thoughtful consideration. 
Essential hematuria is rare and Squier observes 
that renal tumors also are unusual. Both may 
be characterized merely by bleeding. 

In this connection Ross states that hematuria 
is the primary symptom of malignant kidney 
neoplasms in 36 per cent of the cases and the only 
symptom in 12 per cent. Barney (30) observed 
bleeding as the first symptom in eighteen of 
seventy-four cases, and Willan (31) witnessed 
the same phenomenon in fourteen of fifty-two 
instances. Israel (32) noted hematuria as the 
initial symptom of hypernephroma in 7o per 
cent of sixty-six cases, and Denaclara (33) states 
that hematuria is very often an early, or the 
only, symptom of renal neoplasm. Hinman (34), 
in reviewing the statistics of eight surgeons, 
discovered that hematuria was the onset symp- 
tom in 301 of 709 cases. 

The insidious onset of hypernephroma is illus- 
trated by a case reported by Hinman in which 
death occurred seven months after the first and 
only attack of bleeding. In this instance a pri- 
mary pyelogram was not made although the ure- 
ters were catheterized. After one experience of 
instrumentation the patient refused further 
examination. Hinman states that deformity of 
the renal pelvis is the most positive urological 
evidence of tumor although the diagnosis must 
rest, of course, upon a correlation of the clinical 
and the urological findings. Ross observes that as 
a rule renal tumor occurs in persons over 40 years 
of age; pain is slight, but hemorrhage is frequent 
and severe. Ordinarily there is no frequency of 
urination or pyuria. There is absence of fever 
and sweat, and the loss of weight and of appetite 
progresses slowly. .The tumor is marked and can 
be easily outlined by the X-ray. The finding of 
fragments of tumor and atypical cells in the 
urine makes the diagnosis of renal tumor com- 
paratively positive. 

Braasch (35) informs us that the hematuria of 
renal neoplasm usually lasts but a day or two 
and occurs at short and irregular intervals, 
whereas bleeding which is prolonged over several 
weeks or months with recurrences at long inter- 
vals suggests nephritic or essential hematuria. 
Differentiation is difficult if the tumor cannot be 
palpated. Pyelography reveals deformity in 
over two-thirds of the cases coming to operation, 
but early tumor may not show pelvic irregularity. 

A tumor advanced enough to cause hema- 
turia, however, would probably show deformity 
with pyelography but considerable variation in 
the pelvic outline is necessary to distinguish the 
normal from the abnormal. Of twenty-two cases 


with operation in which pyelography was em- 
ployed recognizable deformity was demonstrated 
in seventeen. Profuse hematuria is a grave 
symptom and should be considered a symptom 
of malignancy until it can be proved otherwise. 
“Even after all possible clinical evidence has 
been obtained, the question will often be raised 
whether or not operation is indicated. Tumor of 
the kidney was discovered at operation in two 
cases in which the clinical evidence rather sug- 
gested essential hematuria.” 

In this connection Braasch cites the case of a 
man aged 50 years who had had hematuria for 
three months with a weight loss of 15 Ib. There 
was neither tumor nor pain. Cystoscopy dis- 
closed the right kidney as the source of the bleed- 
ing but examination was otherwise negative. At 
operation the kidney appeared of normal size and 
form but after nephrectomy microscopic exam- 
ination revealed hypernephroma. Rytina states 
that a beginning neoplasm may cause hematuria 
which would be diagnosed as of the essential type 
because all examinations are negative. Braasch 
makes the important observation that varicocele 
in a man 40 years of age or over which is of re- 
cent origin and associated with unexplained 
hematuria is very suggestive of hypernephroma. 

The differentiation is further complicated by 
the fact that essential hematuria sometimes 
induces pain. Bunts, for example, observed this 
phenomenon in thirty-six of seventy cases. 
However, as it is due to the passage of blood clots 
through the ureter, it usually simulates renal 
colic rather than the pain due to a neoplasm. 

The early diagnosis of rena] tumor is excep- 
tional since Hinman found that although hema- 
turia was the onset symptom in 47 per cent of 
709 cases, only 6.6 per cent showed hematuria 
without pain or tumor at the time of operation. 
Braasch, in reviewing eighty-three cases of 
hypernephroma, discovered that 77 per cent of 
these patients had observed hematuria for more 
than a year before other symptoms necessitated 
treatment. Of these eighty-three cases which 
came to operation the kidney was irremovable 
in twenty-two. Of sixty-one patients in this 
series who were subjected to nephrectomy seven 
died in the hospital and twenty-seven succumbed 
later. One case in five is clinically considered 
inoperable. 

Young, on the other hand, stresses the fact 
that renal tumors can usually be diagnosed 
before operation and reminds us that malignant 
disease is rarely if ever discovered by exploration. 
Braasch warns us that operation is not warranted 
by only one or two attacks of hematuria. 
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Levy, in a recent paper, voices the prevailing 
opinion regarding hematuria in his statement 
that the term indicates merely renal bleeding of 
unknown etiology and that such a diagnosis is 
arrived at by exclusion after a most thorough 
investigation. 

The report of a case in which such examination 
was made, although merely confirmatory, seems 
amply justified since the condition remains a 
diagnostic mystery: 


The subject of this report was a man aged 46 years, 
who had always been well except that he had had pneu- 
monia about one year ago. Two months ago he fell, 
striking his back on the edge of a box. The resultant pain 
was transient and, to his knowledge, he never passed 
blood. The present disturbance began early in the morn- 
ing of May 24, 1921. The patient was awakened from a 
sound sleep by anagonizing pain in the right side of the back. 

One of us (Fowler) saw him in consultation with his 
family physician, Dr. G. C. Whitney, the same morning. 
I-xamination revealed a large, robust man evidently suffer- 
ing intensely. The paroxysmal pain radiated from the 
back to the groin. Morphia afforded only partial relief. 
He voided by request with great difficulty about 4 oz. of 
clear urine. ‘The pain was so characteristic in spite of the 
apparent absence of hematuria that the diagnosis of 
renal colic was concurred in. 

Subsequent examination at the Highland Hospital by 
one of us (Waterman) yielded the following data: 

Bladder normal. Left ureteral orifice normal. Catheter 
easily passes 7 inches from meatus. Right ureteral orifice 
of true “‘golf-hole” type. Catheter enters for % inch only. 
On withdrawal, ribbon-like clots were expressed and 
followed by a gush of urine. The catheter could not be 
passed more than %4 inch beyond the meatus even after 
several attempts. Phenolsulphonephthalein injected. 
Excretion time three minutes from the left catheter, four 
minutes (transvesical) from right. Six per cent from both 
sides in fifteen minutes. 

The radiographs of both kidneys and ureters revealed 
that the right kidney was somewhat larger than the left. 
There were no suspicious shadows. A pyelogram showed 


the sodium bromide solution filling the pelvis of the leit 
kidney and the two lower calices. 

The diagnoses suggested to one of us (Waterman) were: 
(1) hypernephroma, (2) tuberculosis, (3) haematoma 
following the injury of the previous month, and (4) stone. 
The latter was not shown by the X-ray. The absence of 
ulceration and other bladder disturbances was against 
tuberculosis. The diminished excretion of phthalein on 
both sides was due probably to the inhibitory influence of 
the renal colic of the previous day and the pain of exam- 
ination, but the equality of excretion and excretion time 
on both sides was rather against tumor, although in hyper- 
nephroma the excretion may not be affected. Tumor and 
hematoma were therefore to be considered the most 
probable causes. An exploratory incision was recom- 
mended. ‘The possibility of essential hematuria was also 
to be considered. 

The blood count showed 12,400 leucocytes and 72 per 
cent polymorphonuclears. The blood Wassermann was 
negative. 

The examination of a single specimen of clear urine 
upon admission to the hospital prior to the urological 
investigation revealed merely the presence of a few pus 
and blood cells. This urine represented the output from 
the left kidney only as the right ureter was still completely 
plugged with blood clots. A twenty-four-hour specimen, 
completed two days later, in amount 32 0z. and with a 
specific gravity of 1.019, showed blood ++, mucus ++, 
albumin ++, and a few pus cells. The patient complained 
of colic following the injection into the left kidney pelvis. 
It is doubtful if he would have consented at any time to 
further instrumentation. 

Operation was done May 27, 1921. The kidney, when 
delivered into the incision, appeared larger than normal 
and was encircled at its midsection by an irregular purplish 
discoloration. After some hesitation nephrectomy was 
decided upon chiefly because of uncertainty regarding the 
cause of the hematuria. Removal was difficult because of 
inaccessibility of the pedicle. A silk ligature was therefore 
applied. 

Convaiescence was complicated by infection, and a sinus 
persisted for several weeks. Even after apparently com- 
plete healing, pain in the back radiating along the course 
of the ilio-hypogastric nerve occurred frequently without 
apparent cause. 


Fig. 1. Greatly dilated interlobar vein. In an adjoining 
field there is much blood beneath the pelvic mucosa. 
Cellular infiltration, which is marked in nearby fields, is 
only scattering here. 


Fig. 2. Widely dilated venous channel at cortico-medul- 
lary junction. 
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Seven months after nephrectomy, intense pain, fever, 
and bulging about the incision developed simultaneously 
and a large abscess which contained the silk ligature in its 
depths was evacuated. As much of the latter was removed 
as practicable. Although the original cause of the post- 
operative infection is problematical, its perpetuation was 
due probably to the presence of the non-absorbable 
material. 

The pathologic report was as follows: 

‘“‘The kidney is about normal in size, weighing 150 gm. 
No abnormalities of form or color are noted. The capsule 
strips easily, leaving a smooth surface. The cortex and 
pyramids are negative on the cut surface. The mucosa of 
the pelvis is thickened and yellowish, and in places has 
attached to its surface thin layers of blood which cannot 
be wiped off easily. 

Microscopic sections show extensive hemorrhage beneath 
the pelvic mucosa and into the areolar tissue nearby. 
Many of the interlobar veins appear dilated. Much of the 
hemorrhage lies near such dilated veins, though no actual 
venous rupture is found in the sections. At the level of the 
vascular arcade there are many widely dilated, thin-walled 
veins, amounting nearly to blood channels. These are not 
extensive, nor are all the veins involved in this way. At 
this level, a few arteries show a thickened intima, and 
some are completely obliterated. There is hemorrhage 
into the tissues around some of these vessels. No abnormal 
fibrosis is observed. The capillaries of the cortex are in 
many cases widely dilated. Along the cortico-medullary 
junction near the vessels of the vascular arcade and be- 
neath the pelvic mucosa near the tips of the papilla there 
is a considerable cellular exudation consisting mainly of 
polymorphonuclear and endothelial cells. In the former 
location this is mostly in sharply circumscribed focal 
areas two or three times the diameter of a tubule. The 
tubules and glomeruli are negative throughout. 

The pathological diagnosis was submucosal haemorrhage 
in pelvis; varix of renal venules; focal infective nephritis; 
carly arteriosclerosis. 


Regarding treatment Levy states that nephrec- 
tomy is the only operation ever indicated, and 
then only as an emergency measure to save life; 
that non-operative measures such as the intra- 
pelvic injection of silver nitrate and adrenalin, 
the passage of a ureteral catheter, the oral ad- 
ministration of calcium lactate, and the sub- 
cutaneous or intramuscular injection of horse 
serum have proved effectual, although it is unsafe 
to predict cures as recurrences are common, 
sometimes developing even after long intervals 
(eighteen recurrences in a series of thirty cases). 
Levy states further that the bleeding in essential 
hematuria often ceases spontaneously, that the 
general health is usually not affected by the loss 
of blood, that none of the carefully observed 
thirty cases developed subsequent serious kidney 
disease, and that the prognosis is favorable in 
spite of the recurrences and the loss of blood. 


SUMMARY 


1. Clinically, the so-called essential hematuria 
is rare and microscopically it is rarer still since 


only occasionally does thorough examination of 
the excised kidney prove negative. 

2. The apparent efficacy of various measures, 
both surgical and non-surgical, in the treatment 
of essential hematuria may be due to the fact 
that the bleeding often ceases spontaneously. 

3. Between the cases considered idiopathic 
clinically and those proved idiopathic by the 
microscope lies a group including varicosities of 
the papilla and early hypernephromata. 

4. In view of the difficulties attendant upon 
the early diagnosis of renal malignancy, unilateral] 
hematuria should be considered of malignant 
origin unti] proved otherwise. 

5. The writers suggest the term “obscure he- 
maturia” in preference to the term “essential 
hematuria.” 


The writers acknowledge their indebtedness to Dr. R. R. 
Mellon, Director of Laboratories, and Dr. W. S. Hast- 
ings, Tissue Pathologist, of the Highland Hospital. for 
their co-operation in the preparation of this paper. 
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Pickerill, H. P., and White, J. R.: The Tube Skin 
Flap in Plastic Surgery. Brit. J. Surg., 1922, xi, 
gat. 


The recent war led to many changes in the man- 
agement of surgical lesions, especially in plastic 
surgery. The tube skin flap was first used exten- 
sively at Queen’s Hospital, Sidcup. Pickerill, who 
was on the staff of Queen’s Hospital, describes and 
discusses the methods employed. The purpose of 
the formation of a tube flap in plastic facial surgery 
is to convey tissue to the face from the chest, neck, 
scalp, or forehead in a viable state. The flap is al- 
most sure to retain its vitality and its use reduces 
scarring of the face to the minimum. Such flaps 
lend themselves to what Pickerill terms “caterpillar 
grafting’? which is of particular value when the 
tissue must be obtained from areas without large 
blood vessels. 

The tube graft is an extension of the idea of the 
tube flap and is applicable especially to plastic work 
on the lips and palatal defects. The double tube 
flap lends itself to plastic reconstruction of the nose, 
chin, and cheek. White describes his methods of 
applying the principles learned of plastic surgery of 
the face to plastic work in general surgery. The 
failure of chronic ulcers to heal is due to fibrosis in 
the deeper layers. White describes a method of 
dealing with such cases which gives very satisfactory 
results. M. R. Fiynn, M.D. 


AN ZSTHESIA 


Groenberg, J.: Studies of Blood Ferments in Men 
and Animals in Narcosis and Certain Poison- 
ings (Studien ucber die Blutfermente bei Menschen 
und Tieren bei Narkosen und einigen Vergiftungen). 
Finska lack.-saellsk. handl., 1921, \xiii, 429. 

The author studied the effects of ether, chloro- 
form, carbolic acid, lysol, veronal, morphine, and 
lead on the blood ferments by Abderhalden’s dialy- 
sis. To determine the effects of ether and chloro- 
form, the serum of young and healthy patients 
operated on for surgical lesions acquired in the war 
or for hernia, and the serum of rabbits and dogs was 
tested during and after the narcosis with substrata 
of various organs. In acute poisoning the test was 
made only once, but in chronic poisonings it was 
tested twice, at an interval of two to four weeks. 
At the same time, for purposes of control, parallel 
tests were made with the same substrata with sera 
from normal persons. 


The tests showed that almost all sera of men and 
animals subjected to the effects of ether, chloroform, 
carbolic acid, lysol, veronal, morphine, or material 
containing lead contain Abderhalden’s prophylactic 
ferments reacting to brain and nerve substance. 
When ether was used the reactions of serum and 
lung were more frequently positive than when chlo- 
roform was employed. In acute poisoning with car- 
bolic acid or lysol, substrata of liver and kidney in 
particular were attacked, while the serum of patients 
poisoned with veronal reacted only to liver. In 
chronic morphinism and lead poisoning the result 
was the same, the sera almost constantly attacking 
the liver. The serum of morphine addicts appeared 
to be peculiar in that it had a positive reaction in 
respect to the thyroid. 

Before the narcosis from ether or chloroform, 
the sera of all the individuals tested showed a 
negative reaction with respect to all the substrata 
tried out, but during the narcosis the reaction was 
positive with regard to certain substrata. Further, 
sera taken from cases of acute or chronic poisoning 
showed a positive Abderhalden reaction with regard 
to certain substrata, while the sera of normal individ- 
uals, tested at the same time, showed a negative re- 
action to the same substrata. 

From this research the impression is gained that 
substances with pronounced toxic qualities, besides 
causing the clinical symptoms which can be demon- 
strated objectively in the usual examination of the 
patient, affect the blood in such a manner as to 
cause the formation of ferments which are not pres- 
ent in the blood of normal individuals. If all the 
precautions mentioned by Abderhalden are taken 
and the reactions are judged with great care, one 
comes to the conclusion that, in spite of its defects 
in the present stage of its development, dialysis 
gives typical results which speak in favor of the cor- 
rectness of Abderhalden’s ideas regarding prophy- 
lactic ferments. 

Details of the tests and case histories are given in 
the article. Koritzinsky (Z). 


Gwathmey, J. T., and Greenough, J.: Experiences 
with Synergistic Anzsthesia. Am. J. Surg., 
1922, xxxvi, Anes. Supp., 22. 

Gwathmey discusses the synergistic action of 
magnesium sulphate with other anesthetics and 
describes in detail experiments on animals. 

Clinically he has used magnesium sulphate with 
morphine and chloretone in thirty-nine cases; these 
drugs were employed with nitrous oxide-oxygen 
and novocaine in twenty-one cases, ether in one 
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case, nitrous oxide-oxygen and ether in eight cases, 
nitrous oxide-oxygen and novocaine in four cases, 
and novocaine alone in five cases. The technique 
employed is described. The authors’ conclusions 
are as follows: 

1. Magnesium sulphate may be combined with 
nitrous oxide or ether for anesthesia to the advan- 
tage of both. 

2. The synergistic action of the magnesium sul- 
phate decreases by about one-half the amount of 
nitrous oxide or ether necessary for anesthesia. 

3. Morphine, magnesium sulphate, and nitrous 
oxide-oxygen give more relaxation than morphine 
and nitrous oxide-oxygen, and frequently as much 
as morphine, nitrous-oxide oxygen, and ether. 

4. With the technique described a very satis- 
factory anesthesia may be induced with reduction 
or elimination of postoperative nausea, vomiting, 
pain, distention, pneumonia, and shock. 

IsABELLA C. Hers, M.D. 


McCurdy, J. R.: Rebreathing and Etherization. 


Am. J. Surg., 1922, xxxvi, Anes. Supp., 2. 


McCurdy discusses particularly the advantages 
of rebreathing during etherization. He is of the 
opinion that they depend upon the tension or 
relative volume of carbon dioxide in the blood and 
tissues during anesthesia. Any amount of re- 
breathing, if maintained for more than a few breaths, 
causes a relative change in the carbon dioxide ten- 
sion. The ratio of this change varies directly with 
the percentage of tidal air rebreathed. There occurs, 
therefore, a gradual and progressive accumulation 
of surplus or overload of carbon dioxide in the blood 
and tissues — an increased carbon dioxide tension — 
which hypothetically will go on to carbon dioxide 
poisoning or asphyxia. Practically, this is regulated 
and controlled by the amount of oxygen admitted, 
the amount of exhalation permitted to escape, and 
the amount of ether vapor added to the inspired air. 
Another very important element which eniers into 
this control to a greater or lesser extent in every 
closed ether apparatus is intrapulmonic pressure in 
excess of the normal which is created either nega- 
tively by flexible resistance to exhalation or posi- 
tively by mechanical force added to inhalation. 
With the increased carbon dioxide tension there is 
a relative diminution in the oxygen content of the 
blood. Other factors to be considered are the heat, 
moisture, and waste products of metabolism other 
than carbon dioxide in the expired air. 

For the past seven years the author has_ been 
using a mixture of 10 per cent carbon dioxide and 
go per cent oxygen in all conditions of depressed 
respiration and circulation during ether anesthesia. 
This causes an increased respiratory rate and vol- 
ume, a stronger pulse, and an increase in the blood 
pressure. He states that if rebreathing of ether 
vapor is to be non-injurious, beneficial, and scientific 
it must be measurable and flexible and adjustable as 
to volume, the anesthetist must be able to regulate 
the percentage of carbon dioxide and the oxygen 


pressure at will, and the anesthesia must be suited 
to the varying conditions of pathology, metabolism, 
and surgical shock. IsaBELLA C. Hers, M.D. 


Webster, W.: A Consideration of Ethyl-Chloride 
Anesthesia. Am. J. Surg., 1922, xxxvi, Anis. 
Supp., 10. 

Webster discusses the chemistry of ethyl-chloride 
anesthesia, its physiological effects, scope, and 
utility, the methods by which it is induced, its 
after-effects, and its mortality. 

In regard to safety, which must always be the 
chief consideration in the use of any anesthetic, he 
states that nitrous oxide is undoubtedly better than 
ethyl chloride. It lacks the portability of ethy| 
chloride, however, and unless it is administered with 
oxygen continuously, the duration of the anesthesia 
is not so great as when ethyl chloride is used. 

If necessary, the dose of ethyl chloride may be 
repeated several times. In certain dental cases 
requiring a large number of difficult extractions two 
and even three capsules may be used. In such cases 
the recovery period is somewhat more prolonged 
and the tendency to nausea is increased, but not 
nearly to the same extent as when chloroform or 
ether is used for the same length of time. 

IsABELLA C. Hers, M.D. 


Guedel, A. E.: Ethyl-Chloride General Anzesthesia: 
A Classification of Signs of Overdose and Its 
Action on the Cardiovascular System. Am. J/. 
Surg., 1922, xxxvi, Anas. Supp., 14. 

Guedel’s report is based upon personal observa- 
tions made during the past five years in the use of 
ethyl chloride for general anesthesia in about 2,000 
cases. Most of the operations consumed from one 
to five minutes, but about 200 required from fifteen 
minutes to one hour. In nineteen cases carefully 
studied the average time of operation was fifty- 
three minutes. 

Most of the author’s observations were made 
upon wounded soldiers in good physical condition. 

Ethyl chloride in overdose produces one of two 
types of symptoms, the spasm type and the respir- 
atory depression type. 

Approximately nine out of ten patients overdose 
with ethyl chloride manifest the spasm type of 
symptoms. 

The first indication of approaching spasm is a 
sardonic grin due to contraction of the muscles 
about the mouth. About the same time there is 
beginning contraction of the masseter muscles and 
beginning crowing of inspiration. This crowing, 
which is due to partial obstruction of inspiration, is 
the chief warning that the dose must be reduced. 

If the overdose of the drug is continued, the spasm 
progresses rapidly until, in about one or one and a 
half minutes, it completely obstructs respiration 
and causes peripheral asphyxia. 

When the masseteric spasm is well developed, it 
is practically impossible to pry the jaws apart suffi- 
ciently to insert a mouth gag. 
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When the general spasm is well developed, all of 
the muscles of the body are somewhat rigid but 
chiefly the muscles of the face, mouth, pharynx, and 
larynx. The respiratory effort is violent. 

Once inaugurated, the spasm develops so rapidly 
that cyanosis usually does not appear until the 
obstruction is almost tota]. It then develops very 
rapidly and in about half a minute the patient is 
black. 

The rapidity of progress of the spasm is apparently 
in proportion to the vapor tension of the ethyl 
chloride. 

In prolonged ethyl-chloride anesthesia the spasm 
may re-appear as often as the patient is overdosed. 
In many cases the latitude between operative anzs- 
thesia and consciousness is so narrow and the stage 
of overdose so close to the operative state that it is 
difficult to maintain anesthesia without frequently 
causing the beginning of this spasm. 

With knowledge of this action there is ample 
warning from the beginning spasm to avoid its more 
serious aspects by the immediate removal of the 
drug. 

The beginner in the use of ethyl chloride should 
always insert a mouth gag before starting the 
anesthesia. 

The depression type of symptoms of overdosage 
of ethyl chloride is a progressive central respiratory 
depression and occurs in approximately one of ten 
cases in which an overdose is given. From the onset, 
the respiratory effort grows less, both in volume and 
in rate. The depression in volume is greater than 
that of the rate. With the continuance of the drug 
in overdose, this depression progresses to a complete 
respiratory paralysis in from one-half to two min- 
utes, depending upon the patient’s resistance and 
the vapor tension of the drug. The patient is entirely 
relaxed. 

The picture during the deeper degrees of de- 
pression is one of collapse. The color is ashen, the 
pupils are widely dilated, and the respiratory effort, 
if there is any at all, is feeble. The picture resembles 
that of cardiac syncope, but the pulse, although 
slowed, is of good quality and regular. In fact, it 
seems to be affected in rate only, and in cases of 
light depression is not affected at all. Clinically, in 
many cases of this depression the author has not 
found any change in the pulse other than a moderate 
slowing. The greatest fall in pulse rate observed by 
him was from too to 50 in a period of five minutes, 
during one minute of which there was no respiratory 
effort whatever. 

The slowing pulse rate begins with the slowing of 
the respiration and progresses with the respiratory 
depression. 

Like the spasm, this respiratory depression may be 
repeated during the same anesthesia as often as 
the patient is overdosed. Following recovery, the 


anesthesia may be continued as usual. 

During the depression there is a progressive 
secondary dilatation of the pupils. This does not 
occur in spasm. 
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To the observant anesthetist there is ample 
warning of the approach of the depression. There- 
fore total paralysis of the center can be avoided. 
If it occurs, however, resuscitation is simple. As 
there is no respiratory obstruction, two or three 
forceful manual compressions of the thorax serve 
to eliminate the excess of the drug from the respira- 
tory center and automatic respiration is re-estab- 
lished to carry itself to the anesthetic normal in 
from one to four minutes. 

The first stage of dilatation of the pupils is more 
marked than that caused by any other anesthetic. 
Early dilatation is of no importance. Dilatation of 
the pupil after anesthesia is well begun occurs only 
in cases of overdose causing respiratory depression. 

It is impossible to pre-determine the type of 
symptoms that will be produced by overdosage in a 
given case, but when a type is once manifested, it 
remains constant throughout the anesthesia. The 
author has seen only one case which manifested 
both the spasm and the depression types during the 
same anesthesia, and in this instance neither of the 
syndromes was typical. Isapetta C. Hers, M.D. 


Boyle, H. E.: Gas-Oxygen-Ethanesal-Chloroform 
Combined Anesthesia for Nose and Throat 
and Abdominal Surgery. Am. J. Surg., 1922, 
xxxvi, Anes. Supp., 17. 


Boyle discusses ethanesal, a new anesthetic agent 
which has been prepared recently by Wallis and 
Hewer. Wallis has found that an absolutely pure 
ether will not produce anesthesia; that it is merely 
a vehicle to convey the true complex anesthetic. 
Ethanesal is a compound of ketone in which carbon 
dioxide and other gases are united. This ketone 
complex is dissolved in pure ether to the extent of 
from 2 to 5 per cent. 

The purification of the ether, a necessary prelim- 
inary, is carried out in two stages: (1) the oxida- 
tion of aldehydes and mercaptans by finely divided 
permanganate, and (2) the removal of acids, per- 
oxides, and water by means of anhydrous copper 
sulphate. By distillation in a special condenser a 
pure ether with a constant boiling point and remark- 
able properties is obtained. The author summa- 
rizes its properties as follows: 

1. It is anesthetic only in very large quantities. 

2. It is a cerebral excitant. When the ketone is 
added to this pure ether its properties change at 
once. 

3. It is a safe and reliable anesthetic. 

4. Its action on the circulatory system lies be- 
tween that of chloroform and that of ether. 

5. It causes none of the irritating effects usually 
produced by ordinary anesthetic ethers. 

6. By means of it analgesia can be maintained for 
a prolonged period. 

7. It is practically non-toxic. Large doses given 
to animals do not kill them. 

8. It does not produce either glycosuria or ketosis 
and does not aggravate these conditions when they 
are present. 
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9g. In animals it is without effect on the blood 
pressure or respiration. 

The agent responsible for the anesthetic action 
is the ketone complex. This is non-toxic in the 
amount given in the anesthetic ethanesal. 

Many hypnotics and analgesics owe their specific 
action to the ketones they contain. 

As ketones are not easily oxidized, they are 
present even in the very poor samples of ordinary 
ether. On the other hand, some of the higher 
grades of anesthetic ether have very little anzs- 
thetic action because of a deficiency in their ketone 
complex. C, Hers, M.D. 


Farr, R. E.: Infiltration and Infiltration Block vs. 
Regional Anesthesia in Abdominal Work. JV. 
York State J. M., 1922, xxii, 409. 


Simplicity, speed, accuracy, and minimal dis- 
turbance of the patient are the important elements 
in the induction of local anesthesia in abdominal 
surgery. Direct infiltration and infiltration-block 
possess these attributes to a much higher degree 
than regional anesthesia. The principal advantage 
of regional anesthesia is that it requires the use of a 
smaller amount of the anesthetic. That this is an 
advantage cannot be gainsaid but the simple 
infiltration of the abdominal wall for the induction 
of anesthesia is without danger. So far as the 
author knows, there have been no accidents due to 
this procedure. Provided the usual infiltration or a 
circumferential block is used, the dose differs but 
slightly from that necessary for regional blocking. 

As the result of increased experience operations 
which were formerly thought to be difficult or 
impossible are now performed routinely under local 
anesthesia. In other words, we have learned that 
many of our failures were due to inability to use 
the method properly. 

Direct infiltration with the pneumatic injector 
makes it possible to establish anesthesia with the 
minimum of discomfort to the patient. By this 
method the solution may be disseminated through- 
out the area of the incision in less than three 
minutes in any case and immediate and complete 
anesthesia obtained in nearly every instance. 

In the pelvis the more simple work is preceded 
by a blocking of the round ligaments and ovarian 
pedicles. More extensive operations, such as uncom- 
plicated hysterectomies, may be performed under 
an infiltration across the round ligament and about 
the uterine cervix. Complete pelvic anesthesia 
may be obtained by blocking the sacral nerves from 
in front or by means of caudal anesthesia. If there 
is to be operative traction on the mesentery, opera- 
tion must be preceded by a mesenteric block. In 
the upper abdomen splanchnic anesthesia is in- 
duced, the anesthetic being injected by the 
anterior method, a modification of that proposed by 
Kappis. Cholecystectomies, choledochotomies, and 

the most extensive stomach resections may be done 
quite painlessly by this method. 
IsABELLA C. HERB, M.D. 


Bulson A. E., Jr.: Butyn, a New Synthetic Local 
Anesthetic: Report Concerning Its Clinical 
Use—Special Report of the Committee on 
Local Anzsthesia of the Section on Ophthal- 
mology of the American Medical Association. 
J. Am. M. Ass., 1922, Ixxviii, 343. 


Repeated trials with butyn as an anesthetic indi- 
cate a striking rapidity of action as demonstrated 
by the fact that one minute after one instillation of 
a 2 per cent solution into the eye the surface anzs- 
thesia is sufficient to permit touching of the cornea 
without discomfort. In the average case this surface 
anesthesia lasts from fifteen to twenty minutes, but 
occasionally it has persisted for from twenty-five 
to thirty minutes. The depth of anesthesia pro- 
duced by one instillation is not sufficient for opera- 
tions or the removal of deeply embedded foreign 
bodies in the cornea but allows the painless extrac- 
tion of superficial foreign bodies, the application of 
irritating astringents, and the determination of 
intra-ocular pressure with the tonometer. When the 
number of instillations is increased, the depth, 
degree, and duration of the anesthesia are decidedly 
increased. 

For operative work the committee has followed 
the plan generally used when cocaine is the anas- 
thetic employed; four instillations are given three 
minutes apart and the operative work is begun from 
five to ten minutes after the last instillation. This 
method produces an anesthesia deep and complete 
enough for all of the more common major operations 
on the eye, with the exception of enucleation which 
up to the present time has not been performed under 
butyn anesthesia by any member of the committee. 
The anesthesia appears to reach its maximum at 
about five to eight minutes after the fourth instilla- 
tion of the anesthetic. Its duration is from twenty 
to thirty minutes in the average case, although 
frequently it lasts much longer, in a few instances 
for nearly an hour. 

One instillation of a 2 per cent solution of butyn 
almost invariably produces a mild hyperemia of the 
conjunctiva. This is not noticeably increased by 
subsequent instillations of the anesthetic. It is 
controlled readily by epinephrin solution or may 
be averted by combining epinephrin with the butyn. 
When epinephrin is not employed, the hyperemia 
gradually disappears in from thirty to sixty minutes. 
It seems to be more marked and of longer duration 
in diseased eyes, even though the active stage of the 
disease has passed. 

The committee is unanimous in the opinion that 
for purely surface anesthesia for minor operations 
butyn is superior to cocaine as it acts more quickly, 
it gives the desired effect after fewer applications, 
it does not cause objectionable side actions, such as 
dilatation of the pupil and desiccation of the cornea, 
and it produces a more profound anesthesia. 

For major operations, particularly those requiring 
opening of the eyeball, such as iridectomy and 

cataract extraction, the technique employed to 
obtain butyn anesthesia is the same as that 
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usually employed to induce cocaine anesthesia. 
The use of a 2 per cent solution of butyn results in a 
more profound anesthesia than that obtained with 
a 4 per cent solution of cocaine, and has no objec- 
tionable effects. For operations on the extrinsic 
muscles of the eyeball the results are equal to those 
obtained with cocaine, but the committee believes 
that a solution stronger than a 2 per cent solution 
may be preferable. 

As butyn produces no ischemic effects, there is 
no shrinking of tissues following its use; hence the 
condition of the intranasal tissues remains approxi- 
mately unchanged. This is of importance when a 
portion or all of a turbinate is to be removed. When 
combined with epinephrin, butyn in 5 per cent 
solution produces an anesthesia sufficient for all of 
the major intranasal operations, including sub- 
mucous resection of the septum, turbinotomy, and 
intranasal operations on the accessory sinuses. Not 
only is the anesthesia very satisfactory, but up to 
the present time not the slightest toxic effects have 
been noted in the hundreds of operative cases in 
which the anesthetic has been used. 

The committee now has a detailed record of 
clinical experiences with butyn in several hundred 
major operations on the eye, the nose, and the 
throat. These include cataract extraction, iridec- 
tomy (including that done for the relief of glau- 
coma), trephine operations, magnet extraction of 
foreign bodies, tenotomy and advancement of the 
ocular muscles, pterygium operations, the removal 
of cysts and other tumors from the eyeball or lids, 
grattage, and a few cases of plastic surgery of the 
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Cutler, E. C.: The Relation of the Hypophysis to 
Antibody Production. J. Exper. M., 1922, xxxv, 
243. 

The important part that many of the endocrine 
organs play in development and function suggests 
the possibility that they may enter also into the 
mechanism of resistance to infection. Up to the 
present time there is little positive evidence that 
such is the case. It was felt, however, that a study 
of the more inaccessible glands of internal secretion 
whose function in relation to immunity had not been 
investigated might yield valuable information. 
Hence a study of the pituitary gland was made as 
part of a general investigation into this field. 

The guinea pig was selected as the experimental 
animal because its reactions had already been stand- 
ardized in immunological studies. An operative 
technique was elaborated for partial hypophysec- 
tomy. The serum reactions of typhoid agglutination, 
hemagglutination, and hemolysis were studied. 
These studies were run in the following series: 
Series 1, the production of antibodies after hypo- 
physectomy; Series 2, the effect of hypophysectomy 
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lids, including the correction of entropion and 
ectropion. 

Local anesthesia is tested best when used for 
operations which involve cutting of the iris or 
intrinsic muscles of the eyeball. December 1, the 
committee had a record of thirty-nine cataract 
extractions combined with iridectomy, twenty-three 
iridectomies performed for glaucoma or as opera- 
tions preliminary to cataract extraction, twenty-one 
capsulotomies and iridectomies, and eight muscle 
advancements, all done satisfactorily under butyn 
anesthesia. 

Butyn anesthesia has been used in practically all 
of the major intranasal operations, including 
submucous resection of the septum, turbinotomies, 
opening of the accessory sinuses (including exentera- 
tion of the ethmoid cells), tonsillectomy, and 
adenoidectomy, numbering in all nearly 200 cases. 

The results of the clinical and experimental use 
of butyn seem to justify the following conclusions: 

1. Butyn is more powerful than cocaine and 
therefore a smaller quantity is required. 

2. It acts more rapidly than cocaine. 

3. Its action is more prolonged than that of 
cocaine. 

4. According to experience to date, butyn in the 
quantity required is less toxic than cocaine. 

5. It produces no drying effect on the tissues. 

6. It produces no change in the size of the pupil. 

7. It has no ischemic effect and therefore does 
not cause shrinking of the tissues. 

8. It can be boiled without impairing its anzs- 
thetic efficiency. IsaBecta C. Hers, M.D. 
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on antibody production; and Series 3, the effect of 
feeding and injecting pituitary extract on the pro- 
duction of antibodies. A detailed description of the 
operative technique and the serum reactions is 
given, and the experimental findings are recorded. 
The results of the study are summarized as follows: 

Guinea pigs immunized to bacillus typhosus pro- 
duced specific agglutinins in the same quantity and 
at the same rate as guinea pigs not operated upon 
and as operative controls immunized at the same 
time and by the same method. 

In guinea pigs previously immunized to bacillus 
typhosus and red blood corpuscles of the hen, 
partial hypophysectomy had no effect on the con- 
tinued production and persistence of typhoid 
agglutinins, hemagglutinins, and hemolysins. 

In guinea pigs immunized to bacillus typhosus, 
both the continued ingestion and the intraperitoneal 
injection of the whole pituitary gland extract had no 
effect on the subsequent agglutinin titers as com- 
pared with those of normal animals. 

The experiments appear to show either that the 
hypophysis does not play an important direct or 
indirect part in the production of and persistence 
in the blood of typhoid agglutinins, hemagglutinins, 
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and hemolysins, or that the amount of hypophysis 
left behind in the operation to maintain life is 
adequate also to exercise the degree of functional 
influence on these processes which the entire hypo- 
physis conceivably exercises. 

Hartune, M.D. 


Précechtél, A.: Subcranial and Cervical Abscesses 
Following Suppurative Processes of the Middle 
Ear (Subkranielle und Halsabscesse nach eitrigen 
Mittelohrprozessen). Sborn. lék., 1921, xxii, 119. 

This is a comprehensive work in the form of a 
monograph. The mode of infection, general dis- 
eases (tuberculosis, diabetes, etc.), fractures of the 
base of the skull associated with otitis media, and 
traumatic hematomata of the base of the skull play 
an important role in the extension of otogenous 
abscesses toward the base of the skull and the neck 
as far as the mediastinum. 

The inflammation may penetrate the bone by the 
lymph passages, along the blood vessels (the jugular 
vein, the mastoid and condyloid emissary veins) or 
directly by destruction of the bone and the forma- 
tion of fistula. Further progress into the soft parts 
at the base of the skull and the neck usually occurs— 
except in very severe infections—along definite 
anatomical routes, the spaces formed by muscles 
and aponeuroses. These are: (1) the suboccipital 
space, between the four Jayers of muscles of the nape 
of the neck; (2) the retrostyloid space below the 
prevertebral fascia or its lateral process, between the 
sternocleidomastoid muscle and the bundle of large 
vessels and nerves; (3) the retropharyngeal space 
at the anterior wall of the vertebral column, which 
continues into the posterior mediastinum; (4) the 
prestyloid space, between the wall of the pharynx, 
the descending ramus of the lower jaw, and the 
pterygoid muscles; and (5) the previsceral space, 
between the trachea and the muscles of the hyoid 
bone, which is continuous below with the anterior 
mediastinum. 

The subcranial abscesses originating in the ear are 
of the following topographical and anatomical types: 

1. Subcutaneous abscesses. 

2. Abscesses of the sternocleidomastoid muscle 
and its sheath following perforation of the tip of the 
mastoid process. 

3. Bezold’s abscesses, deep abscesses of the ster- 
nocleidomastoid region which not infrequently are 
associated with other abscesses or involve other 
spaces. They advance toward the trapezius or the 
deep musculature of the nape of the neck, along the 
occipital artery or medially along the digastric mus- 
cle to the large vessels. In rare instances they enter 
the retropharyngeal or retrovisceral spaces. 

4. Abscesses between the posterior belly of the 
digastric muscle and the large vessels (Mouret’s 
type), medial to Bezold’s abscesses. These arise 
principally from an inferior or posterior mastoiditis. 

5. Abscesses in the tissue clefts of the large vessels, 
which descend along the jugular vein or through the 
jugular foramen or the occipitomastoid suture. They 


may arise also indirectly from thrombosis of the 
lateral sinus. 

6. Suboccipital abscesses or abscesses of the mus- 
culature of the nape of the neck, which may form 
in various ways, but develop usually following a 
phlebitis or periphlebitis along the condyloid or 
mastoid emissaries. In rare cases these abscesses 
may perforate through the occipital bone into the 
cranial cavity. 

7. Retropharyngeal and parapharyngeal abscesses, 
the former in the retropharyngeal space, the latter 
in the prestyloid space in front of the cervicofacial 
diaphragm. 

8. Anterior and posterior mediastinitis, which 
arises by continuity from the abscesses already men- 
tioned. 

The prognosis depends on the type of infection. 
In the author’s cases the mortality was 6.2 per cent. 
Treatment aims especially at preventing the com- 
plications so far as possible by rational treatment of 
the otitis media. The abscesses should be opened 
early, each according to its situation. In medias- 
tinitis an anterior or posterior mediastinotomy is 
indicated. Kinp1 (Z). 


Eagleton, W. P.: The Operative Treatment of 
Suppurative Meningitis with Especial Refer- 
ence to Irrigation of the Cranial and Spinal 
Subarachnoid Spaces; and the Importance of 
Protective Meningitis from a Prognostic and 
Therapeutic Standpoint, with an Analysis of 
the Cases of Recovery—Exclusive of Menin- 
gococcic—Reported in the Literature. Laryngo- 
Scope, 1922, XXXII, I. 

The number of cures of general suppurative 
meningitis, either of local or blood-stream origin, is 
even smaller than generally is supposed. General 
suppurative meningitis with micro-organisms free 
in the cerebrospinal fluid system is almost always 
fatal. 

The fundamental facts that suppurative meningi- 
tis is primarily a disease of the cerebrospinal fluid 
system—a circulatory system which, while in- 
timately associated with the cerebral tissue and the 
blood circulatory system, is distinct from them— 
and that the cerebral tissue is involved only sec- 
ondarily, are of prime importance in approaching 
the subject from the surgical standpoint. 

The misconception that a fair proportion of re- 
coveries from general suppurative meningitis of 
local origin have followed operation had its origin 
in the failure to appreciate the diagnostic and 
pathologic distinction between a lumbar puncture 
which reveals a cloudy fluid filled with leucocytes 
but without bacteria, indicating a protective 
and reparative process, and the puncture which 
yields a turbid or a clear fluid containing micro- 
organisms and indicating a general suppurative 
meningitis. 

Consequently a considerable number of the cases 
of suppurative meningitis reported cured were in 
reality cases of protective meningitis, and while 
clinically they presented severe meningeal symp- 
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toms, the general cerebrospinal fluid system was not 
invaded by bacteria. 

In a review of the literature the author collected 
thirty-one reports of cured cases. In the reported 
cases of cure from meningitis of blood-stream 
origin—five cases of pneumococcus meningitis—the 
successful treatment undoubtedly was the intra- 
spinous injection of a serum which controlled the 
bacterial invasion of the meninges and probably 
stimulated the protective meningeal mechanism. 
The elimination of the blood-stream infection by 
the action of the blood alone or with the assist- 
ance of a serum or vaccine acting upon the circulat- 
ing blood plays but a secondary part. Proving this 
is the immense number of spontaneous cures of 
pneumococcus blood-stream infection as compared 
with the almost constantly fatal result when the 
meninges become involved by the bacteria. Micro- 
scopic evidence warrants the belief that 25 per cent 
of all general pneumococcic invasions are associated 
with a protective meningeal reaction. 

Of the twenty-one cases of general suppurative 
meningitis of local origin which were reported cured, 
over two-thirds, or from fifteen to seventeen cases, 
had had, prior to the general meningeal infection, a 
meningeal protective reaction which was in effect 
at the time of the general meningeal invasion. The 
invasion of the cerebrospinal circulatory system 
was possibly a temporary breaking loose of micro- 
organisms through the limiting process. 

On account of the relatively large proportion of 
cures in all the cases of local origin it is reasonable 
to assume that recovery was due largely to the 
presence and immediate action of this protective 
process assisted by the evacuation of the causative 
localized intra-dural suppuration (i.e., brain abscess, 
intra-piarachnoid abscess, or suppurative laby- 
rinthitis), and in rare cases possibly by the elimina- 
tion of a causative extra-dural suppurative focus 
which might have been associated with a pachy- 
meningitis interna such as extra-dural abscess, sinus 
thrombosis, or adjacent caries of the bone. 

If this deduction is correct, it is of prime impor- 
tance in the treatment of general suppurative 
meningitis for the surgeon to direct his efforts to 
stimulating and assisting the protective meningeal 
mechanism. In the absence of a specific serum such 
as is now available for meningococcus meningitis 
this can be accomplished best by keeping the 
cerebrospinal pathways open by subarachnoid 
irrigations. The technique is described in detail. 

In the small number of recovered cases of local 
origin in which apparently there was no protective 
process in operation—five in all—the curative 
agents were so diversified that they may be regarded 
as more or less accidental. 

Lumbar puncture alone is undoubtedly of 
therapeutic value. Probably because it is the means 
of removing some of the infected fluid, and possibly 
by keeping open the cerebrospinal pathways it 
temporarily relieves the cerebral compression which 
favors intra-cerebral and meningeal suppuration. 
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The number of cases in which a cure has been 
effected by the intrathecal injection of serum either 
alone or in conjunction with other measures is too 
large to be ignored. It suggests that the intra- 
spinous, intra-ventricular, or cerebro-subarachnoid 
injection of a serum, even if it possesses no specific 
action on the particular type of infecting organism, 
undoubtedly has a therapeutic value, probably be- 
cause it stimulates a protective meningeal reaction 
to the foreign protein. 

As a result of his analysis the author concludes 
that, if bacteria are free in the cerebrospinal fluid 
circulatory system in the presence of a localized 
focus of suppuration within or involving the dura, 
drainage of the intra-dural focus of infection with 
lumbar puncture offers a slight chance of recovery. 
In the absence of such an intra-dural suppuration, 
stimulation by a serum injected into the spinal or 
cerebral spaces of the cerebrospinal system offers a 
slight prospect of recovery. Logically, however, 
subarachnoid lavage holds out in all cases a prospect 
not offered by any other therapeutic measure as it 
alone keeps. the cerebrospinal system of pathways 
open. C. Corsin YANcEY, M.D. 


Meyer, A. W.: A Method to Discover Brain Tu- 
mors at Trephination by Measuring the Elec- 
trical Resistance (Methode zum Auffinden von 
Hirntumoren bei der Trepanation durch elek- 
trische Widerstandsmessung). Zentralbl. f. Chir., 
1921, xlviii, 1824. 

The localization of tumors of the brain has here- 
tofore presented considerable difficulty. Puncture, 
palpation, percussion of the skull, etc., the means 
used up to the present time, have often given un- 
satisfactory results. On the assumption that the 
brain mass, because it is more fatty, would have a 
greater electrical resistance than a brain tumor, 
blood, or fluid, Meyer examined its electrical con- 
ductivity in cadavers and animals. The expected 
differences were found and were in fact so great that 
tumor resistance could be confused at most only 
with blood resistance. Since this is of no practical 
importance—one would not be apt to make the 
mistake of inserting both electrodes into one brain 
sinus—the measurement of the electrical conduct- 
ivity will give valuable aid in the localization of 
brain tumors. 

A fine, aseptic bipolar electrode is inserted into 
the brain in various directions. The method was 
found to be of practical value in the first case in 
which it was used. WREDE (Z). 


Hultén, O.: The Development of the Falx Cerebri 
and the Tentorium Cerebelli, Considered in 
Consequence of a Case of Malformation 
(Ueber die Entwicklung der Falx cerebri und des 
Tentorium cerebelli im Anschluss an einen Fall 
von Missbildung derselben). Upsala Laekaref. 
Foerh., 1921, xxvi, 18. 


The falx and tentorium are developed by plastic 
modeling of the connective tissue during the growth 
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of the brain. Because of the arrangement and 
branching of the vessels (the two anterior cerebral 
arteries between the cerebral vesicles and the 
posterior cerebral and superior cerebellar arteries 
between the cerebrum and cerebellum), this con- 
nective tissue is divided into a non-vascular middle 
zone and two vascular lateral zones. The middle 
layer attains in its further course a functional con- 
nection with the skull, while the vascular lateral 
layers attain, by the ramifications of their vessels 
into the brain mass, an intimate correlation with 
the brain. The pulsations of the brain finally cause 
a splitting of the three layers. The cleft then be- 
comes the subdural space, the non-vascular middle 
layer becomes the falx or tentorium, and the vas- 
cular lateral layers become the soft cerebral mem- 
branes. 

The structures of falx and tentorium are dis- 
tinctly suited to their function of reinforcing the 
skull; the tentorium has an upper fibrous layer 
with a frontal direction which opposes forces tend- 
ing to enlarge the frontal diameter of the skull, while 
below are strong bundles of fibers extending from 
the posterior clinoid process to the internal occipital 
protuberance which oppose widening of the skull 
in its sagittal diameter. 

Following this account of the development of the 
falx and tentorium, Hultén describes a case of 
defect of the falx and malformation of the tentorium 
in a 70-year-old woman. This condition he attrib- 
utes to a primary vascular anomaly in the region of 
the anterior cerebral artery. WREDE (Z). 


Hesser, C., and Troell, A.: The Problem of Cere- 
bellar Localization (Zur Diskussion ueber das 
cerebellare Lokalisationsproblem). Upsala Lae*aref. 
Foerh., 1921, xxvi, 20. 

Chiefly through the work of Bolk, the Luciani 
doctrine of the functional homogeneity of the 
cerebellum has been replaced by the view that 
the cortex of the cerebellum shows a functional 
localization. It is believed by many that the cor- 
tex contains a large number of well-demarcated 
interdependent centers. The view is held also that 
each set of muscles working together and grouped 
according to direction of movement has its limited 
and separate area of projection on the cortical 
surface. 

On the basis of their own animal experiments, the 
authors have come to the conclusion that muscle 
groups which carry out a definite movement to- 
gether are represented by an interaction of cells or 
cell groups distributed over regions of the cerebellar 
cortex of greater or less size, but are not confined to 
these alone, being mingled with the cell groups 
of other synergistic muscles. Each cell unit is to be 
regarded as a functional unit or center. These cell 
unions are not ranged side by side in the cerebellar 
cortex like the squares of a chess board, but are 
between and above one another. Thus the centers 
do not have a gross topography such as is generally 
understood by the term “localization.” 
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In discussing the problems of localization in the 
cerebellum one must not forget that it is by no 
means certain that the cerebellar cortical substance 
is a motor sphere, such, for instance, as the central 
region of the cerebrum. The cerebellum is an organ 
that works by reflexes, the motor impulses of which 
are called forth by perceptions from without carried 
directly to the cortex along the afferent paths of 
conduction. Theoretically, therefore, the cerebellar 
cortex may be considered a sensory (receptive) 
nerve substance. The findings of research on the 
anatomy of the fibers of the cerebellum agree very 
well with this theory. 

Regarding the general function of the cerebellar 
cortex the authors point out that, in their animal 
experiments, severe, complicated cerebellar dis- 
turbances were to be ascribed less to an injury of 
the gray cortical substance alone than to a simul- 
taneous injury of the paths of association below 
the cortex. WReEDE (Z). 


Horsley, J. S.: The Surgical Treatment of Extensive 
Basal-Cell Carcinoma. J. Am. M. Ass., 1922 
Ixxviii, 412. 

Cancers of the skin are of the basal-cell and the 
spinous-cell types. The basal-cell cancer is usually 
less malignant than the spinous-cell cancer. It does 
not metastasize, but extends by the continuity or 
contiguity of tissue. Even though it may occupy 
the same region on the face as the spinous-cell can- 
cer and has access to the same lymphatics, its cells do 
not find favorable soil, and perish. On the basis of 
malignancy the :pinous-cell cancer has several sub- 
types. The type in which the “‘ pearls” predominate 
is the least malignant, while the types containing no 
“pearls” are rarely cured, even by the most thorough 
resection. 

It is apparently useless to treat basal-cell cancer 
with the knife as the resistance of the neighboring 
tissue is lowered and the cancer cells are trans- 
planted into the new raw surface. To prevent trans- 
plantation the surface of the cancer must be de- 
stroyed and sealed by cauterization. The excision 
must be done as far as possible by means of the 
actual cautery and the raw surface covered with 
tissue from a distance which still retains its normal 
resistance to the cancer cells. 

The following cases are reported: 

Case 1. The patient was a man 49 years of age 
who had had a small ulcer on the left side of the 
upper lip for two years. At operation under ether 
the pharynx was packed with gauze and the anes- 
thesia continued by means of a tube introduced 
into the upper part o° the trachea. The cancer, 
which extended over most of the nose and the upper 
alveolar process, was cauterized with the Percy 
cautery, the mass of tissue was excised down to the 
bone by means of a sharp electric cautery, and the 
bone was removed. A skin flap was then outlined 
on the left side of the face with its base near the 
lower jaw and its body over the left pectoral region. 
The pedicle of the flap was dissected up and its 
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ture of catgut according to the method of Gillies. 
Afte’ some minor plastic work complete healing 
occurred and there has been no recurrence after a 
period of eighteen months. 

Case 2. The patient was a woman 55 years old 
who for many years had had a lesion involving the 
right cheek, the right upper lip, and the nose. At 
operation the trachea was opened and the anesthe- 
sia continued through a tracheal tube. The cancer- 
ous area was thoroughly cooked with the Percy 
cautery and removed with a sharp electric cautery. 
One skin flap was outlined on the forehead and 
another from below and then sutured in place, as in 
Case 1. A minor recurrence beneath the right eyelid 
and another at the stump of the alveolar process 
have been cauterized. The patient is still under 
observation. Both recurrences developed where the 
transplanted flap had not grown. 

The author draws the conclusion that it is impor- 
tant to apply the raw surface of a pedunculated flap 
irom a distance as soon as possible to the raw surfdce 
from which the cancer has been excised. 

J. Pickett, M.D. 
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Pemberton, J. deJ.: The Surgical Treatment of 
Toxic Goiters. Boston M. & S. J., 1922, clxxxvi, 
244. 

The term “toxic goiter” includes exophthalmic 
goiter and hyperfunctioning adenomatous goiter. 
The statistics on exophthalmic goiter quoted in this 
article are based on 1,224 operations performed on 
677 patients. The statistics on hyperfunctioning 
adenomatous goiter are based on 281 operations on 
281 patients. 

Exophthalmic goiter occurs in two forms, the 
remittent and the chronic. In the greater number 
of cases surgery is now the treatment of choice. The 
high operative risk, however, clearly contra-indicates 
operation in three phases of the disease: during an 
impending crisis (evidenced by a steady rise in the 
basal metabolic rate and loss of weight), during a 
crisis, and immediately after a crisis. 

Surgically, cases of exophthalmic goiter are of 
three types: (1) those in which a primary thyroid- 
ectomy can be performed with reasonable safety, 
(2) those in which the advisability of thyroidectomy 
is doubtful, and (3) those in which indications for 
extended observation or preliminary measures are 
clearly defined. 

It is important to increase the fluid intake to aid 
elimination and supply the higher calorie require- 
ments. In cases of exophthalmic goiter local anzs- 
thesia alone or combined with the minimum general 
anesthesia that will satisfy the patient (gas oxygen 
or ether) is safest. After the ligation of both superior 
thyroid vessels and a period of rest (three months), 
remarkable improvement is usually noted. 

With regard to thyroidectomy, the patient’s age is 
the most important factor determining the amount 
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edges were brought together with a continuous su-: 
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of gland to be saved; the largest amount is preserved 
in young persons. 

Recurrences and a lack of the improvement nor- 
mal to the majority of patients are due to one of 
four factors: (1) too early resumption of muscular 
exertion (overwork) and mental stress, (2) infection 
(recurrent), (3) failure to remove a sufficient amount 
of thyroid gland, or (4) irreparable visceral changes. 

The syndrome due to an adenomatous goiter 
causing hyperfunction may resemble that of cardio- 
vascular disease or that of true exophthalmic goiter. 
In all of these cases, however, the pre-operative 
medical measures and the strict operative proce- 
dures outlined for patients with exophthalmic goiter 
are of equal importance. 

The thirty-five deaths (1.78 per cent) were due 
to: (1) accidental causes, (2) intense hyperthyroid- 
ism, or (3) moderate hyperthyroidism plus pulmo- 
nary complications due to the patient’s lowered 
resistance incident to the long-continued progress of 
the disease or some intercurrent cause such as 
hemorrhage or infection. Morris H. Kann, M.D. 


Crile, G. W., and Lower, W. E.: The Technique of 
Operations on the Thyroid Gland. Surg., 
Gynec. & Obst., 1922, xxxiv, 258. 


The authors describe the surgical technique 
evolved by them as the result of their experience in 
3,512 operations on the thyroid gland. 


LIGATIONS 


Ligations are done under local anesthesia and 
analgesia without moving the patient from bed. 
The superior thyroid artery is the artery of choice. 
The skin, subcutaneous tissues, muscles, etc. are 
flooded with 1:200 novocaine solution. The skin is 
divided parallel to the folds of the neck, the muscle 
fibers are separated with a narrow-blade haemostatic 
forceps, and the upper pole of the gland is exposed. 
The artery is then picked up and ligated with silk. 
A second silk ligature is passed around most of the 
superior pole of the gland. This tissue and the sub- 
cutaneous margins are flooded with a 1:600 quinine- 
urea hydrochloride solution. The skin is closed 
with skin clips which are removed on the third day. 

TYPICAL RESECTION OF THE THYROID GLAND 

The patient is placed in an inclined position, feet 
downward, with the base of the neck elevated by a 
small pillow so as to elevate the chin. After infil- 
tration of the skin and subcutaneous tissues with 
1:200 novocaine solution the incision is made parallel 
to the natural folds at the juncture of the middle and 
lower thirds of the neck. In cases of small goiters, 
the preglandular muscles are divided vertically and 
held apart by retractors, but in cases of medium- 
sized or large goiters they are divided transversely 
between special muscle clamps after the areas to be 
grasped and divided have been infiltrated with 
novocaine. 

The capsule and the entire portion of gland to be 
removed are then infiltrated with 1:200 novocaine 
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solution, care being taken not to infiltrate the recur- 
rent nerves. The superior thyroid arteries are 
ligated with silk and the gland is resected, a margin 
of thyroid tissue being left along each lateral border 
from the upper to the lower margin. Before division, 
the tissue is grasped with Halsted forceps. After- 
ward the forceps are tied off with catgut on a needle. 
The division of tissue is done with a sharp knife on 
a clean field, and contact with the trachea or larynx 
is avoided. All vessels held by forceps are tied and 
a warm, moist gauze sponge is laid on the field. 
After a thorough inspection of the field for bleed- 
ing, the head is raised and the preglandular muscles 
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CHEST WALL AND BREAST 
Lukowsky, A.: Diffuse Fibromatosis of the Mam- 
mary Gland and Its Transition to Carcinoma 
(Ueber die diffuse Fibromatose der Mamma _ und 
ihren Uebergang in Carcinom). Deutsche Ztschr. f. 
Chir., 1921, clxvii, 81. 

There is as yet no unanimity of opinion regarding 
the nature of diffuse fibromatosis. Some authors 
consider it a tumor, others regard it as the product 
of chronic inflammation, while still others take a 
middle ground. 

Lukowsky first reviews the literature and then 
describes the structure of the tissue in twelve cases 
he examined. He gives the most important clinical 
data in the majority of these cases and then discusses 
the differential diagnosis between cancer and atyp- 
ical epithelial growths. He states that as long as the 
cells lie in normal organic association it cannot be 
told with certainty whether they are malignant or 
not. Glandular proliferation of unusual activity 
and an irregular arrangement of the gland ducts 
may strengthen the suspicion of carcinoma, but do 
not indicate it definitely. The only certain criterion 
of cancer is a destructive growth, and as long as this 
cannot be demonstrated a decision as to whether 
carcinoma is present or not is impossible. 

Diffuse fibromatosis is neither a true tumor nor 
an inflammation; it is to be regarded as a chronic 
condition of irritation associated with active growth 
of connective tissue, retrogressive processes, and 
epithelial proliferation. The terms ‘‘cystadenoma 
mamme”’ and ‘‘chronic cystic mastitis’”’ are unsat- 
isfactory; “diffuse fibromatosis of the mammary 
gland”’ is histologically correct. The particular 
characteristics of the case can be brought out by the 
addition of such a phrase as “with cyst formation,” 
“with fibro-adenoma formation,” ‘‘with atypical 
epithelial proliferation,” etc. 

Every breast with diffuse fibromatosis should 
awaken the suspicion of cancer. Small foci of begin- 
ning carcinoma may be overlooked at the histologic 
examination. The fact that tissue excised for exam- 
ination shows no signs of malignant epithelial 
growth is no security against the possibility that a 
cancer nodule may be found after the lapse of time, 


are united with a buttonhole stitch of catgut. The 
vertical incision in the muscles is closed by suture, 
a small drain is inserted, and the skin is closed with 
clips. The drain is removed in twenty-four hours. 

The procedure may be stopped at any point if the 
patient’s condition indicates such interruption, in 
which case the wound is dressed with flavine or ster- 
ile gauze and the completion of the operation is 
delayed until a more opportune time. 

In the authors’ last 1,783 thyroidectomies, includ- 
ing 1,022 for exophthalmic goiter, the mortality 
was 1.4 per cent, and in their last 783 ligations, it 
was 0.16 per cent. W. Homan, M.D. 


THE CHEST 


because at the time of the excision for examination 
a small focus of carcinoma may have remained in 
the parts left behind. The specter of approaching 
carcinoma always threatens. Hence it is important 
for the surgeon to amputate the breast when a 
diagnosis of chronic cystic mastitis has been made. 
Cottey (Z). 


TRACHEA AND LUNGS 


Weiss, E., and Krusen, F. H.: A Foreign Body in 
the Lung for Thirty-five Years Complicated 
by Abscess and Tumor Formation. J. Am. M. 
Ass., 1922, Ixxviii, 506. 

This very interesting case was that of a woman 
37 years old who, when 13 months of age, had 
a violent attack of choking and coughing due 
apparently to the inhalation of a foreign body. 
Subsequently she was troubled continuously with 
cough and expectoration. At the age of 7 years a 
thoracotomy was performed but was unsuccessful. 
Except for the chest condition she was healthy. 
She had had six children. Four months before her 
death she was operated upon for some abdominal 
condition. After the operation the cough became 
more severe and she began to expectorate bloody 
sputum. She then was confined to her bed and 
suffered with severe pain in the right lower chest. 

At the time she was seen by the authors she was 
emaciated, sallow, and slightly dyspnaic. Flat- 
ness at the right base and extreme tenderness of the 
skin were present. 

Roentgen-ray examination revealed a round mass 
in the lower right chest and the presence of a foreign 
body resembling a scarf pin. The hemoglobin was 
slightly diminished and there was a moderate leuco- 
cytosis. 

Bronchoscopy evacuated foul pus but the foreign 
body was not found. Four days later death occurred 
from pulmonary hemorrhage. 

At autopsy, the right lung was found densely 
adherent at the base, and when it was separated 
dense masses of yellowish-white tissue resembling 
new-growth were found. The lower lobe was in- 
volved by a large multilocular abscess. In the center 
of the abscess the head of a scarf pin was found. 
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Sections showed chronic inflammatory tissue and 
a tumor process. The tumor had the appearance of 
squamous-cell carcinoma which probably arose from 
bronchial mucosa or alveolar epithelium. 
Roscoe C. Wess, M.D. 


Kernan, J.D., Jr.: Report of an Upholsterer’s Tack 
in the Right Main Bronchus for Seven Years: 
Removal by Peroral Bronchoscopy: Drainage 
of Lung Abscess: Recovery. Laryngoscope, 1922, 
XXXI1, 102. 

Kernan reports the case of a girl, aged 21 years, 
who had suffered from an obscure pulmonary condi- 
tion for seven years. 

When first seen by the author she complained 
of hemoptysis which had begun eighteen months 
previously. For seven years previously she had had 
frequent attacks of fever, night sweats, sharp pain 
in the right axilla, and a hacking cough. 

On physical examination the right lung showed 
slightly diminished expansion and a triangular area 
at the right base behind, where diminished voice 
and breath sounds and fremitus were noted. Rales 
were present over the right lung and there was a 
slight leucocytosis. Careful study of the X-ray 
revealed a shadow suggesting a tack at the base of 
the right lung. 

Under morphine and cocaine anesthesia a 
bronchoscope was passed. The right bronchus was 
found to be closed by granulation tissue at about the 
origin of the first dorsal branch. This was pushed 
aside with forceps and a small bronchoscope passed 
into an abscess cavity. The tack was found and 
removed and the cavity cleaned. The symptoms 
cleared up rapidly. 

The author calls attention to the importance of 
directly questioning all patients with obscure pul- 
monary conditions regarding the aspiration of a 
foreign body. Roscoe C. M.D. 


Haynes, G. S., and Gaskell, J. F.: A Case of Pri- 
mary Carcinoma of the Lung. Brit. M.J., 1922, 
i, 222. 


Primary carcinoma of the lung is rare. Hamman 
states that this condition was found in only 2 per 
cent of 46,169 atuopsies, and according to Ewing 
only 1 per cent of primary cancers occur in the lung. 

Primary growths may be classified in three groups 
according to their origin: (1) those arising from the 
bronchial epithelium; (2) those arising from the 
bronchial mucous glands; and (3) those arising from 
the lung substance. Clinically, carcinoma of the 
lung presents itself as a chronic inflammatory dis- 
ease of the lungs, a chronic pleurisy with effusion, 
or a local patch of permanent consolidation. The 


usual diagnosis is pulmonary tuberculosis, fibroid 
phthisis, or unresolved pneumonia. 

The following case is reported: 

A polisher, 27 years of age, was admitted to the 
hospital in December, complaining that for the last 
three weeks he had been troubled with dyspnoea, 
cough, and hemoptysis. 


When examined he was 


457 


found to be poorly nourished and slightly dys- 
pneeic but not cyanosed. The physical signs were 
those of pleurisy with slight effusion and patchy 
consolidation of the lower lobe of the right lung. 
The condition was thought to be tuberculosis. Dur- 
ing the first fortnight in the hospital there was some 
loss of weight, a daily evening rise of temperature to 
just under 100 degrees F., and an increasing pulse 
rate. The patient was kept in the open air and 
at the end of three weeks had slightly improved. 
Toward the end of January well-marked signs of 
pneumothorax appeared. There was no pain or 
distress and the onset was very insidious. X-ray 
examination showed hydropneumothorax on the 
right side. A few days later a sterile blood-stained 
fluid containing polymorphonuclear and mono- 
nuclear leucocytes in about equal numbers was 
aspirated from the right chest. The pneumothorax 
slowly disappeared, leaving the right chest flat and 
immobile, dull to percussion, and with very feeble 
breath sounds. The heart was displaced to the 
right. Early in March enlargement of the left cer- 
vical glands was noted. Toward the end of the 
month hoarseness, stridor, and oedema of the face 
began and the superficial veins of the upper thorax 
became engorged. The obstruction increased and 
the patient died in April. During the last eight 
weeks his temperature was normal or subnormal. 
At autopsy almost the whole right lung was found 
to be involved by a hard, white fibrous growth. This 
was most dense at the hilum and involved the walls 
of the bronchus almost to the bifurcation. The 
left lung was entirely free from the growth and was 
emphysematous and congested. The left chest 
cavity contained about a pint of milky fluid which 
was chylous in nature and due probably to involve- 
ment of the thoracic duct. The bronchial and tra- 
cheal glands were involved and formed a continuous 
chain with those in the neck. On the upper surface 
of the liver were four small nodules. Microscopic 
examination showed the lung substance to be re- 
placed by a mass of cubical cells which were ar- 
ranged irregularly in most areas but here and there 
showed palisade-like arrangement. The original 
structure of the lung was indicated orly by bron- 
chial cartilage belonging to the larger bronchi. 
The condition was diagnosed as carcinoma of the 
cuboidal-cell type which probably had grown from 
the termination of the bronchioles. The secondary 
nodules on the liver resembled those in the lung. 
Points emphasized by the authors are the age of 
the patient (27 years), the duration of the symp- 
toms (five months), the similarity of the symptoms 
to those of tuberculosis of the lungs, the temporary 
improvement under open air treatment, the total 
absence of pain, the involvement of one lung only, 
and the rapid enlargement of the mediastinal and 
cervical glands. Although it was the right lung 
which was involved, the left lymph glands were con- 
siderably more affected than the right lymph 
glands. The path of spread was probably along the 
thoracic duct. Ravpu B. Bettman, M.D. 
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Imperatori, C. J.: Primary Adenocarcinoma of 
the Bronchus. Laryngoscope, 1922, xxxii, 123. 

For the past ten years the patient had felt weak 
and usually tired. Ten weeks before his admission 
to the hospital he became weaker and developed a 
cough with expectoration, fever, and night sweats. 
There was no hemoptysis or pain in the chest. 

Physical examination revealed a poorly nourished 
anemic male with a long chest of the phthisical 
type with signs of fluid at the base. Compensated 
endocarditis was found. There was no clubbing of 
the fingers. The sputum examination for tubercle 
bacilli was negative. 

Roentgenograms made at intervals over a period 
of five weeks showed congestion of the upper lobes 
of the lungs, interlobar plastic pleurisy, and marked 
thickening of the pleura at the right base. Ultimate- 
ly a diagnosis of abscess of the lung and bronchiec- 
tasis was made. 

A bronchoscopic examination revealed a mass of 
granulation tissue about 1 cm. in diameter within 
the right bronchus near its termination, about 5 cm. 
from the carina to the right and in front. The 
center of this mass exuded pus and it bled slightly 
when touched but appeared to be soft in consistency. 

At a later bronchoscopic examination the abscess 
cavity was irrigated. The granulation tissue nearly 
disappeared and an apparently hard white mass 
was seen protruding from the abscess cavity. 
Microscopic examination of a section removed 
showed adenocarcinoma. 

Radium was then applied but the patient died of 
bronchopneumonia, the cancer growing rapidly 
after the biopsy. 

At autopsy the right lung was found to be firmly 
bound by old adhesions. At the second bifurcation 
of the right bronchus was a solid polypoid tumor 
mass measuring 2 by 4 cm. which arose from the 
bronchia] mucosa and wall and projected above into 
a dilated bronchus. A purulent bronchitis was 
present in both lungs. Sections showed the tumor 
to be a very cellular adenocarcinoma with an area 
of squamous-cell growth. It probably arose from 
the bronchial mucosa. There were no metastases. 

RoscoEe C. Wess, M.D. 


HEART AND VASCULAR SYSTEM 


Schmidt, F.: Intracardial Injections (Ueber die 
intrakardialen Injektionen). Orvosi hetil., 1921, lxv, 
361, 372. 

The author gave intracardial injections in the 
cases of fifteen moribund patients with inoperable 
diseases. He used camphor, caffeine, strophanthin, 
adrenalin, pituitrin, digitalis, and strychnin. In 
the last cases only strophanthin and adrenalin in 
small doses were employed, either alone or in com- 
bination. The mixture consists of 0.2 too.3 c. cm. 
of strophanthin, 0.1 to 0.2 c. cm. of adrenalin 
solution, and 2 to 3 c. cm. of sterile, distilled water. 

The fluid must be injected slowly, as rapid 
injection may cause tetanic spasm of the heart, 
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causing it to stopin systole. An overdose does harm. 
The injections may be repeated only when the dose is 
too small or the drug is changed. In the injection the 
following regions are to be avoided: the walls of 
the auricle and ventricle and the dividing septum, 
the region of the His-Tawara bundle, Spangaroff’s 
region (the upper and middle thirds of the anterior 
part of the anterior longitudinal sulcus), the base of 
the heart, the openings of both vene cave, and the 
posterior part of the auriculoventricular dividing 
wall. Schmidt sought the apex of the left ven- 
trical. 

The injection always stimulated the heart action 
and in some cases maintained it for as long as three 
days. Many patients regained consciousness. 

The indications are: acute arrest of the heart’s 
action, when slight respiration persists and the 
drug cannot be given effectively in any other way 
because of inadequate circulation of the blood; 
heart weakness following severe illness; collapse; 
cases of poisoning (chloral hydrate, toxins) in which 
the strength of the heart has not yet been exhausted 
by the drugs; severe syncope in narcosis; severe 
collapse due to loss of blood (the purpose in such 
cases being to gain time for infusion); and lightning 
stroke, injury from electricity, and exposure to 
intense cold. von LoBMAYER (Z). 


Hedblom, C. A.: The Treatment of Pericarditis 
with Effusion. Minnesota Med., 1922, v, 40. 


Inflammatory exudation in pericarditis suggests 
infection and, with rare exceptions, this is probably 
always present. The most frequent cause of primary 
pericarditis is the infective organism of acute articu- 
lar rheumatism. Other primary disease conditions 
commonly associated with it are pleurisy, pneu- 
monia, the acute general infections, tuberculosis, 
and chronic nephritis. In young children and in- 
fants suppurative pericarditis seems to be largely a 
complication of pleurisy and pneumonia. 

Clinically, pericarditis with effusion is classified 
usually as serous, hemorrhagic, or purulent, or as 
some combination of these types of exudates. Of 
100 cases with necropsy records at the Mayo Clinic 
since 1910 twenty-one were acute fibrous, twenty 
adhesive or obliterative, twenty-seven serous, twen- 
ty-one purulent, and four hemorrhagic. 

The most characteristic symptoms are increased 
precardiac dullness, feeble or absent heart sounds, 
absent apex impulse, a small rapid pulse, dyspnoea, 
and cyanosis. Occasional signs are dysphagia, pre- 
cardiac pain, pulsus paradoxus, and recurrent nerve 
paralysis. Downward displacement of the liver 
and dullness in the left side of the back may also 
be found. The onset may be insidious and the 
symptoms latent. Exploratory pericardiocentesis 
may be necessary to establish the presence of fluid 
and to determine its nature. A negative aspiration 
does not exclude the presence of fluid. 

Exploratory pericardiocentesis with a short hypo- 
dermic needle which infiltrates the tissues with novo- 
caine as it enters is as simple and painless as ex- 
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ploratory aspiration of the pleural cavity. The 
point of election for aspiration seems to be in the 
region of the left mammary line, the fifth inter- 
space, just inside the left border of dullness. In case 
aspiration here is negative, alternate points are 
beneath the xiphoid process at the left sternal border 
and at the right sternal border in the fifth inter- 
space. 

y serous effusion is usually sterile, but may be 
infected. A purulent exudate is usually infected, 
but it may be tuberculous or secondary to malig- 
nant disease. A sterile exudate, except the per- 
sistently recurring type, should be evacuated by 
aspiration through a small short needle. An infected 
exudate should be evacuated by pericardiotomy 
after preliminary resection of the cartilage to secure 
wide open dependent drainage. 

Pericardiotomy with drainage is indicated in cases 
of non-tuberculous purulent effusion. It is indicated 
also to establish the diagnosis when exploratory 
aspiration has failed and in cases with large effusion 
embarrassing the heart in which aspiration fails to 
evacuate a sufficient amount of fluid to relieve the 
pressure. 

Because of anatomic variations in the reflection 
of the left pleura, a transpleural operation may be 
unavoidable. In suppurative pericarditis, however, 


the leaves of the pleura are probably adherent and 
therefore wall off the pleural cavity. 

To secure the most efficient drainage and prevent 
possible encapsulation of exudate behind the heart 
the most dependent parts of the pericardial cavity 


on each side of the vena cava must be reached. 

As it promotes evacuation of the exudate, irriga- 
tion seems to bea rational measure supplementary to 
drainage. 

On account of the severity of the primary disease 
conditions with which especially purulent peri- 
carditis is associated, the mortality rate will prob- 
ably remain relatively high; it may be reduced 
materially, however, by the earliest possible diag- 
nosis, prompt evacuation of exudate causing 
mechanical embarrassment to the heart, and wide- 
open adequate drainage in the infected type of the 
disease. L. H. Fowter, M.D. 


PHARYNX AND SOPHAGUS 


Henrard, E.: The Extraction of Foreign Bodies 
from the @sophagus and the Upper Respira- 
tory Passages (Extraction des corps étrangers de 
lcesophage et des voies aériennes supérieures). 
Arch. méd. belges, 1921, \xxiv, 897. 

Henrard has extracted a coin from the cricoid 
stricture of the cesophagus under X-ray control in 
fifty-five cases. 

The screen control method has been assailed as a 
blind method because the cesophagus is not visible; 
the contents is seen but not the container. Henrard 
points out that cesophagoscopy is also a blind 
method as it will not reveal the lower part of a 
foreign body in the cesophagus. 
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When a foreign body is arrested above the 
cricoid stricture an attempt should be made first 
to remove it under screen control. If this fails, its 
extraction by means of the cesophagoscope should 
be attempted. If this fails also, external cesophago- 
tomy is indicated. 

If the foreign body has not passed the aortic 
stricture of the oesophagus, extraction under screen 
control should be tried first, and if this fails the 
cesophagoscopic method should be attempted or the 
foreign body pushed down to the cardia. 

If the body is in the lower third of the cesophagus 
it should be extracted through the cardia after 
gastrotomy. No attempt at extraction from above 
should be made in this case as it would be attended 
by the danger of bringing the foreign body to the 
aortic stricture from which it might be impossible 
to extricate it. 

In cases of foreign bodies in the upper respiratory 
tract (trachea, bifurcation of the bronchi) the 
bronchoscopic method seems indicated, but is very 
difficult. In Henrard’s opinion it would be better 
to attempt extraction under screen control. In 
certain cases of bronchial foreign bodies it is 
necessary to make a thoracic flap opening. The 
foreign body may then be removed under screen 
control. W. A. BRENNAN. 


Ballin, M., and Saltzstein, H. C.: Perforations of 
the sophagus; Report of a Case of Trans- 
pleural Gsophageal Fistula. Surg., Gynec. & 
Obst., 1922, XXxiv, 42. 

The authors report a case of transpleural cesoph- 
ageal fistula developing during lobar pneumonia and 
accompanied by pyopneumothorax in which in- 
gested food was discharged through the thoracic 
drainage opening. The perforation healed spon- 
taneously after many months. They have been 
able to find in the literature the reports of only six 
cases in which the cesophagus perforated into the 
pleural cavity without communicating with the tra- 
chea, bronchi, or lungs. These cases are abstracted. 

The literature contains the reports of cesophageal 
perforation due to congenital malformation, neo- 
plasms, aneurisms, cesophageal instrumentation, 
surgical, stab, and gunshot wounds, foreign bodies, 
spontaneous rupture, acute cesophagitis, diverticula, 
simple or peptic ulcer, and luetic ulcer, and tuber- 
culosis. The authors discuss these causative con- 
ditions. J. D. Exxis, M.D. 


Van Wildenberg, L.: Diverticula of the Pharynx 
and Csophagus (Les diverticules du pharynx et 
de Voesophage). Bull. Acad. roy. de méd. de Belg., 
1922, 5 S., li, 20. 

There are two types of cesophageal diverticula: 
diverticula due to traction and pressure and propul- 
sion diverticula. Van Wildenberg’s case was of the 
latter type and was probably congenital as the con- 
dition was present at birth. 

When a diverticulum is suspected its presence or 
absence can be determined definitely by catheteriza- 
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tion or X-ray examination. By these means also 
not only the volume of the diverticulum but also 
the depth to which it descends in the mediastinum 
can bedetermined. Inall clearly diagnosed cases sur- 
gical operation is indicated. The dangers of opera- 
tion are the opening of the diverticulum, failure of 
suture, opening of the oesophagus, and mediastinal 
infection. To prevent such complications Mayo 
fixes the diverticulum to the skin and delays its 
removal until a barrier of protective granulations 
has been formed in the mediastinum. Other 
operators have invaginated the diverticulum, but the 
dangers to respiration contra-indicate this method. 


Van Wildenberg, following the suggestion made’ 
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by Schmidt in 1912, dissected the sac and did a 
diverticulopexy, affixing the fundus of the sac in 
the most elevated part of the wound. He has per- 
formed this operation in seven cases. In three he 
ultimately removed the sac. There were six recoy- 
eries and one death. The first cases were operated 
upon in 1917. In Van Wildenberg’s opinion it is 
best to do the diverticulopexy first. The patient 
may then be allowed to go home and after eight 
days will feel perfectly well. Fifteen days to three 
weeks later the pocket should be excised and the 
pharyngeal wound sutured. The last case treated, 
that of a man aged 56 years, is described in detail 
and illustrated. W. A. BRENNAN. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Lerche, W.: Insufficiency (Eventration) of the Dia- 
phragm; with the Report of a Case and the Sur- 
gical Treatment Thereof. Surg., Gynec. & Obst., 
1922, XXXIV, 224. 

Cases of abnormally high diaphragm have been 
reported in the literature as cases of “‘ paralysis of the 
diaphragm,” “‘phrenic paralysis,” ‘‘true hernia of 
the diaphragm,” ‘“‘eventration of the diaphragm,” 
etc. “Insufficiency of the diaphragm”’ is an appro- 
priate term for this condition. It may be congenital 
or acquired. Reference is made to two cases of the 
congenital type reported in the literature. 

Acquired insufficiency may be either acute or 
chronic. It is due to a lesion of the phrenic nerve or 
degenerative changes in the musculature of the 
diaphragm. Barbano cites thirty-eight cases due to 
degenerative changes in the nerve and musculature 
following infectious fevers such as pneumonia, ty- 
phoid, diphtheria, etc. Traumatic fracture or luxa- 
tion of the spinal column, spondylitis, spinal hamor- 
rhage, tumor of the spinal cord or mediastinum, 
tuberculous bronchial glands, etc. may affect the 
phrenic nerve in a similar manner. Muscular changes 
in the diaphragm, such as pseudohypertrophic lipo- 
matosis, myositis, and degenerative atrophy, have 
also been observed. Dilatation of the colon and 
stomach by pressure may produce this condition. 

Acute insufficiency of the diaphragm may follow 
an acute infection, persist for a few weeks, and then 
disappear. Chronic insufficiency of the diaphragm 
includes the cases in which the diaphragm is per- 
manently disabled. A case of this type reported was 
that of a woman, 37 years old, who for twelve years 
following a violent coughing spell with choking due 
to a bit of cornflake lodged in the larynx, had 
coughed up a part of any liquid swallowed. (Cso- 
phagoscopic examination revealed an opening in the 
anterior part of the csophagus 190 cm. from the 
incisor teeth, which communicated with the tra- 
chea. This was verified by bronchoscopic examina- 
tion. Fluoroscopy and X-ray examination of the 
stomach and chest showed the heart to be pushed to 


the right. Barium was seen to pass from the cesopha- 
gus into the bronchi, and the stomach and colon 
were found to be higher than normal, extending to 
the third interspace on the left. These viscera 
occupied a dome-shaped gas-filled space which gave 
a tympanitic percussion note on this side of the chest. 
The differential diagnosis between diaphragmatic 
hernia and insufficiency was difficult. It was de- 
cided to repair the diaphragmatic condition, regard- 
less of the type of the lesion, before a plastic closure 
of the cesophagotracheal fistula was made. 

At operation through a left rectus incision dia- 
phragmatic insufficiency was found; the sac-like 
dilatation contained the dilated, rotated stomach 
and colon. The diaphragm was pulled down and 
pleated twice to form a triple layer of tissue. 

Suppuration of the bronchial lymph nodes fol- 
lowed by ulceration and rupture into the oesophagus 
was regarded as the cause of the cesophagotracheal 
fistula and the involvement of the phrenic nerve. 
When lung tissue can be seen through the gas-filled 
stomach it is a point strongly in favor of hernia, but 
in the case reported this fact was of no value in the 
differential diagnosis between diaphragmatic hernia 
and insufficiency. 

The value of the operation described has not been 
determined, although seven months later the symp- 
toms had markedly decreased, the patient had 
gained in weight and was able to work, and it seemed 
unnecessary to attempt the repair of the cesophago- 
tracheal fistula. MERLE R. Hoon, M.D. 


Cullen, T. S.: A Method of Dealing with Intes- 
tinal Loops Densely Adherent to an Umbilical 
Hernia. J. Am. M. Ass., 1922, Ixxviii, 564. 


After dissecting the sac free from the fascia until 
the outer layers of the hernial ring are exposed on 
all sides Cullen makes a small longitudinal incision 
through the fascia and peritoneum just above the 
ring. A finger having been inserted as a guide, the 
hernial ring is cut loose and the sac is lifted well 
away from the abdominal wall and packed off. 

If the sac contains omentum only and this is 
densely adherent, the incarcerated portion is tied 
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off and removed with the sac. If the omentum is 
free, the ring is closed by the overlapping method. 

If intestinal loops are contained in the sac, the 
latter is opened from the neck outward. Occasion- 
ally the loops of intestines must be dissected away 
from the sac wall, a procedure which leaves many 
bleeding points on the bowel. 

The author reports a case of umbilical hernia of 
eighteen years’ duration in a man of 68 years. The 
first operation was done in 1908 by the overlapping 
method. The patient made a rapid recovery and 
was well for ten years. A protrusion then appeared 
at the site of the old hernia and obstruction occurred. 
A second operation was performed under procaine 
anesthesia. The sac contained many loops of ad- 
herent bowel so densely attached that liberation 
was out of the question. The loops were separated 
from each other by dissection, thirty to forty patches 
of sac being left adherent to the intestinal loops. 
These loose edges were carefully trimmed off with 
the scissors. The patches were smooth and did not 
bleed. The ring was closed by the overlapping 
method. The patient recovered, and three years 
after the second operation is perfectly well. 

By leaving these patches on the bowel much time 
was saved. The patches served to protect the bowel, 
and there was no bleeding or raw surface to cause 
subsequent intestinal obstruction. 

The condition of the hernia and intestines in dif- 
ferent stages of the operation is illustrated by three 
sketches. C. F. ANpREws, M.D. 


Farr, R. E.: Closure of Large Hernial Defects in the 
Upper Abdomen. Surg., Gynec. & Obst., 1922, 
XXxiv, 264. 


Farr reports the histories of three cases of repair of 
the abdominal wall with fascial flaps from the chest. 

A vertical incision is made over the sternum and 
the sheath of the pectoral muscles exposed as high 
as the nipple line. A quadrangular flap, 10 in. long, 
with its base below, and composed of pectoral 
fascia and a considerable amount of muscle, is dis- 
sected downward until a flap approximately 6 in. in 
width has been raised. The flap is then sutured over 
the hernial opening. 

The lower portion of the thorax is an ideal area 
from which to procure a pedicled flap as the protec- 
tion of the ribs furnishes adequate insurance against 
the weakening of this area by the cutting of the 
flap. If flaps can be obtained without too greatly 
reducing the strength of the area from which they 
are cut, the pedicled flap method may be effectually 
applied to hernia in any part of the abdominal 
wall. H. A. McKnicat, M.D. 


GASTRO-INTESTINAL TRACT 


Ruben, M. A.: Multiple Primary Carcinomata of 
the Pylorus and of the Ectopic Gall-Bladder. 
Surg., Gynec. & Obst., 1922, xxxiv, 201. 

The case reported is unique in that the patient 
received surgical treatment at one operation for 
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primary carcinoma of two organs. It is of interest 
also because the location of the tumors possibly 
supports the. theory that mechanical lesions cause 
the development of malignant growths and because 
the location and the ligamentous connections of the 
gall-bladder were unusual. 

The patient was a woman 67 years of age who gave 
a history of four weeks of light pain on the right side 
of the.abdomen coming on spontaneously or induced 
by coughing and -who presented a round fist-sized 
tumor, movable with respiration, to the right and 
below the umbilicus. The lungs, heart, liver, spleen, 
kidney, and pelvis were negative. A smaller tumor 
was palpable just behind the first one. No ascites 
was present and there was no history of jaundice. 
Gastric analysis and X-ray examination of the 
ileum, cecum, and colon were practically negative. 
A probable diagnosis of cystic tumor of the meso- 
colon was made. 

At operation the larger tumor was found in the 
transverse mesocolon close to the hepatic flexure. The 
gall-bladder could not be located in its normal po- 
sition. The cystic tumor was found to be connected 
with the duodenum by a duct in the hepaticoduo- 
denal ligament. In the upper part of the tumor were 
hard particles the size of a hazel nut. A pyloric car- 
cinoma was found on the greater curvature. 

About 20 cm. of the transverse colon were resected 
and the bowel joined by side-to-side anastomosis. A 
resection of the stomach was done, both ends were 
closed, and an anterior gastro-enterostomy with a 
Braun entero-anastomosis was performed. 

The patient reacted satisfactorily and her con- 
dition at first seemed favorable, but five days later 
signs of peritonitis developed and death occurred on 
the eleventh day. 

Pathologic examination showed the larger tumor to 
be a papillomatous carcinoma and the other a typical 
medullary carcinoma of the stomach. From the 
difference in their macroscopic and microscopic 
appearance, it was evident that the growths were 
distinct primary tumors. 

In the literature the frequency of primary car- 
cinomata has been given as 2 to 3 per cent. Very 
rarely three primary carcinomata have been found 
in the same patient. Billroth emphasized certain 
points in the diagnosis of primary tumors as con- 
trasted with metastatic tumors. He did not accept 
as primary any growth which did not show a defi- 
nite histologic structure, which could not be traced 
histologically to the epithelium of the matrix, and 
which did not show a metastasis. In order to group 
the tumors according to their location Bauer has 
proposed the following scheme: (1) one organ or 
system of organs; for instance, the stomach and 
rectum; (2) symmetrical organs—breasts and ovaries; 
(3) different systems of organs—skin and rectum. 

The author calls attention to the presence in a 
small percentage of cases of a ligamentous connec- 
tion between the neck of the gall-bladder and the 
transverse mesocolon. Spalteholtz called it the 
“ligamentum hepaticocolicum.” 
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The article is closed with the suggestion that the 
case reported supports the theory that some mechan- 
ical injury is responsible for starting malignant new 
growths. In this case the gall-bladder was abnor- 
mally movable and by its connection with the pylorus 
a continuous stretching and chronic irritation of 
the pylorus was produced. Merte R. Hoon, M.D. 


Guillaume, A. C.: The Prognosis in Acute Intes- 
tinal Occlusion (Le pronostic dans J’occlusion 
intestinale aigue). Presse méd., Par., 1921, xxix, 822. 


This article is a statistical study of the mortality 
of intestinal occlusion. In 3,829 cases operated 
upon in the last thirty years the mortality was 63.2 
per cent. In cases operated upon previous to 1900 
it was 66 per cent, and after that date fell to 52 per 
cent. This decrease Guillaume attributes partly to 
better surgery, but especially to earlier diagnosis. 

Of a series of 543 cases, 143 were malignant and 
had a mortality of 64.3 per cent, while in the remain- 
ing 400 in which the occlusion was due to diverse 
causes the mortality was 56.7 per cent. 

The prognosis in various types of cases is dis- 
cussed in detail with tables of statistics, and there 
is a particularly inclusive comparative discussion of 
the published statistics of intussusception in the 
different periods of life The author notes particu- 
larly the gravity of intestinal obstruction due to 
biliary calculus. 

The mortality of ileus is compared with that of 
strangulated hernia, and the lower mortality of the 
latter condition is explained as due entirely to 
earlier diagnosis. 

The article is illustrated by tables and five charts. 

C. L. Hartsock, M.D. 


Johnson, R.: Carcinoma of the Jejunum and 
Ileum. Brit. J. Surg., 1922, ix, 422. 


Johnson excludes from his discussion growths in- 
volving the duodenum and the ileocecal valve. 
He draws attention to the remarkable rarity of both 
primary and secondary growths in the duodenum 
and to the fact that malignancy is much less rare in 
the lower part of the ileum than in the upper part 
of the jejunum. 

Three cases are reported in this article, one a case 
of polypoid growth occurring 18 in. below the duo- 
denojejunal flexure, the second, a case in which 1 
ring-like growth was present about 3 or 4 ft. below 
the duodenojejunal flexure, and the third, a case in 
which a ring-like growth was found about 6 in. 
above the ileocecal valve. 

A correct diagnosis was not made in any of these 
cases before operation. An important clinical sign 
was visible peristalsis of the small bowel. In the 
third case the distention of the bowel with fluid con- 
tents suggested the presence of free peritoneal fluid. 

Symptoms emphasized by the author as charac- 
teristic of carcinoma of the jejunum and ileum are 
abdominal pain, vomiting, increasing constipation, 
and rapid wasting. The duration of the symptoms is 
variable. Carcinoma of the small intestine has been 
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diagnosed before operation as carcinoma of the 
stomach, duodenal ulcer, strangulated hernia, and 
intestinal obstruction due to a peritoneal band. 

If there is no obstruction the operative treatment 
consists in the removal of the growth and the glands 
draining it. If marked obstruction is present the 
author forms an artificial anus in a first-stage opera- 
tion and removes this anus with the growth soon 
afterward in a second-stage operation. 

From the standpoint of pathology, growths of the 
small intestine are of four varieties: (1) the stenos- 
ing ring-like form; (2) the polypoid form; (3) the 
ulcerative type; and (4) the colloid type. Multiple 
growths have been found. Metastases are frequent 
and usually develop in the mesenteric glands, the 
peritoneum, and the liver. Histologically the 
growths are carcinomata with columnar, sphenoidal, 
or polyhedral cells. 

Mention is made of growths termed “carcinoids,” 
which are similar in nature to the basal-cell carcin- 
oma of the skin. Carcinoids arise in the basal 
cells which lie between the cylindrical cells of the 
crypts of Lieberkuehn and are found in the intestine 
and appendix. Tumors of similar structure may 
arise from pancreatic rests. M. R. Fiynn, M.D. 


Goullioud: Gastro-Entero-Anastomosis without 
Turning of the Jejunal Loop (De la gastro- 
entéro-anastomose sans retournement de  l’anse 
jejunale). J. de chir., 1922, xix, 137. 

Goullioud states that in performing a gastro- 
enterostomy the majority of French surgeons make 
a turn in the jejunal loop. As a result, the food 
coming from the stomach and progressing from left 
to right continues to discharge into the intestines 
in the same direction. This method is termed 
“jsoperistaltic gastro-enterostomy.”’ 

Goullioud does not twist the jejunal loop but 
preserves the left-to-right direction by making what 
he calls a direct anastomosis between the stomach 
and the jejunum very near the ligament of Treitz. 

Following removal of the transverse colon and 
exposure of the mesocolon, Goullioud finds the 
beginning of the jejunum, opens the mesocolon in an 
avascular area near its base, and through this 
opening seeks the point in the posterior surface 
of the stomach where he wishes to make the anasto- 
mosis. He then forms a fold in the stomach with a 
Doyen forceps and a similar fold on the duodenum 
as near as possible to the ligament of Treitz. The 
anastomosis he makes with three rows of sutures. 
As a rule its proximal extremity is about two finger- 
widths from the ligament of Treitz but sometimes 
it is closer. The two sides of the mesocolon breach 
are fixed to the gastric wall immediately beneath 
the anastomosis in order to prevent herniation of 
the small intestine into the posterior omental 
cavity and deviation of the anastomosis due to 
dragging of the stomach. The anastomosis is made 
near the greater curvature and is almost transverse. 

This type of gastro-enterostomy rests upon an 
anatomical basis. The duodenum has a left oblique 
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direction beginning at the ligament of Treitz. The 
jejunum deviates to the right so that when the 
anastomosis is made at a distance from the ligament 
of Treitz the jejunum has a natural direction to the 
right and it is necessary to turn the jejunal loop 
as in the isoperistaltic gastro-enterostomy. 

Goullioud does not lay claim to innovation. 
The short-loop method is attributed to Patersen 
who in 1901 found that it prevented circulus 
vitiosus. Hochenegg described the method in 
1897. Roux employed it in 1898 and abandoned 
his Y-method. Mayo also strongly recommends 
the formation of the anastomosis near the Treitz 
ligament. He insists on the left direction of the 
duodenum at its beginning as this prevents a 
vicious circle and chronic regurgitation of bile. 

W. A. BRENNAN. 


Davis, D. L., and Poynter, C. W. M.: Congenital 
Occlusions of the Intestines; with Report of 
a Case of Multiple Atresia of the Jejunum. 
Surg., Gynec. & Obst., 1922, Xxxiv, 35. 

The authors present a brief historical review of the 
more important articles dealing with the subject and 
report a case of multiple jejunal atresia. 

There seems to be no point in the intestinal canal 
where atresia appears with any constancy, and in 
such a short segment as the duodenum the lesion 
may occur at any point. In a series of 234 cases 
studied, atresia developed in the ileum and cecum 
in ror cases, in the duodenum below the papilla in 
seventy-five, and above the papilla in fifty-nine, in 
the jejunum in sixty, and in the colon in thirty-nine. 
Of sixty-seven cases of multiple atresia, there were 
from two to nine occlusions in the jejunum and 
upper ileum in slightly more than 50 per cent, 
occlusions of the small intestines and colon in 20 
per cent, and scattered occlusions in the remainder. 

Emesis almost always occurs and usually begins 
on the second day of life. Hamatemesis may be 
present, appearing frequently with the first emesis. 
Bile may be vomited even if the obstruction is 
above the papilla. Constipation is usually complete, 
but small amounts of a grayish mucus may be noted 
when the obstruction is below the papilla, and small 
green movements may occur when the obstruction is 
above the papilla. In some cases slight icterus or 
anuria may be present. 

Errors of development, congenital volvulus, 
intussusception, and strangulation of a loop of 
intestine at the umbilicus or some other point are all 
to be considered as possible etiological factors in the 
production of the lesion. Little support of the theory 
of foetal peritonitis as a cause of atresia is given by 
the results of examination of the authors’ material, 
most of the evidence indicating that the primary 
lesion was in the arteries, causing a sclerosis, and 
that the degeneration of the mucosa was secondary 
to this sclerosis. 

The diagnosis of the intestinal obstruction gen- 
erally presents little difficulty, but localization of 
the lesion is difficult and is usually made too low in 
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the canal. Multiple atresia cannot be diagnosed. 
The treatment is surgical. The authors advise 
entero-anastomosis under procaine anesthesia. 

The case of multiple atresia reported was that of 
a child five days old who had had symptoms of 
intestinal obstruction for two days before the time 
of operation, when an external enterostomy was 
done at the site of an occlusion of the ileum. Death 
occurred six hours after the operation. Postmortem 
examination showed the jejunum to be composed 
of several segments blind at both ends and from 1 to 
17 cm. in length. The arteries of the mesentery 
appeared normal on macroscopic examination, but 
showed sclerosis on microscopic examination of the 
regions in which hiatus occurred. The process 
appeared to be primary in the smaller radicles, and 
the authors believe that it cannot be classed as a 
developmental anomaly. 

GrorcE H. Jackson, M.D. 


Magoun, J. A. H., Jr.: Dilatation of the Colon 
Simulating Hirschsprung’s Disease. Surz., 
Gynec. & Obst., 1922, xxxiv, 198. 

Hirschsprung divided cases of Hirschsprung’s 
disease into two types, true megacolon occurring in 
infancy, and pseudomegacolon occurring in adults. 
Magoun classifies them into three groups, as follows: 

1. The congenital type or true Hirschsprung’s 
disease: (a) occurring in infancy or early life, (b) 
in which obstinate constipation, abdominal disten- 
tion, and emaciation have been present since birth, 
but the patient has reached adult life. 

2. Cases in which chronic constipation has been 
present for years and the symptoms of Hirsch- 
sprung’s disease developed within a short period 
without demonstrable mechanical obstruction. 

3. Cases of megacolon due to mechanical obstruc- 
tion, such as: (a) those occurring in infancy and 
due to atresia or stenosis of the rectum, (b) those 
occurring in adult life and due to tumors, volvu- 
lus, adhesions, inflammatory stenosis, or external 
pressure on the bowel. 

The author reports the case of a man 36 years of 
age which falls into the last group, the cause being 
a carcinomatous papilloma in the first part of the 
descending colon. Although the patient was con- 
stipated from childhood, obstinate constipation had 
been present for only two years. During this period 
he had complained of occasional cramp-like pains. 
The X-ray demonstrated a dilated colon. At first, 
a modified Brown operation was performed. At 
the end of five months the patient had gained 35 
lbs. and was free from pain. At the second operation, 
the lower portion of the ileum, the cecum, appendix, 
and the colon to a point below the growth were re- 
moved and the ileum and colon joined by end-to-end 
anastomosis. Convalescence was uneventful. 

The pathologic findings in this case were similar 
to those of true Hirschsprung’s disease and in ad- 
dition there was a carcinomatous papilloma of the 
ring-type. The muscular layers of the colon were 
markedly hypertrophied. Mere R. Hoon, M.D. 
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LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Willis, A. M.: The Relative Merits of the ‘Ideal 
Cholecystotomy,’’ Cholecystectomy, and Cho- 
lecystostomy. Surg.,Gynec. & Obst., 1922, xxxiv, 
183. 

Gall-bladder cases are divided into two groups. 
The first comprises the acute cases and those with 
long-standing severe pathology. Many of the 
persons so affected are elderly and obese, and in 
some cases there may be complications. When the 
abdomen is opened disease of the gall-bladder is 
distinctly apparent. Although cholecystectomy 
seems indicated, the author advises cholecystos- 
tomy because of: (1) the disastrous results which 
sometimes attend cholecystectomy in these cases, 
(2) the fact that a secondary operation is not always 
needed but if it is necessary is more often possible 
following cholecystostomy than following cholecys- 
tectomy, and (3) the fact that often a gall-bladder 
which appears to be hopelessly diseased will recover 
a surprising amount of functional ability following 
cholecystostomy. Though dense adhesions are 
produced, they are a minor discomfort. 

The second group of gall-bladder cases consists of 
those with mild or vague symptoms, little local 
change, and slight damage to vital organs—cases 
in which it is sometimes difficult to tell whether or 
not the gall-bladder is diseased even on inspection. 
The author believes that in these cases cholecystos- 
tomy, which causes the formation of dense adhesions, 
will often produce more discomfort than the original 
trouble, and that therefore cholecystectomy without 
drainage is the operation of choice. 

Among other functions, the normal gall-bladder 
stores and concentrates the bile. While patients 
whose gall-bladders have been removed are relieved 
of their symptoms and resume their normal lives, it 
cannot be proved that they have not suffered some 
obscure disturbance of function. Therefore the 
promiscuous sacrifice of gall-bladders in such con- 
ditions as cholelithiasis without the presence of 
infection is to be deplored. For these, in properly 
selected cases, the old operation of “‘ideal cholecysto- 
tomy,” abandoned many years ago, is urged. With 
the improvements in diagnosis and operative 
technique, this procedure seems indicated for cases 
in which it is impossible to make a definite diag- 
nosis, the gall-bladder being often normal in appear- 
ance. Under such circumstances cholecystectomy 
is not justified, and a cholecystostomy would result 
in adhesions. 

This statement applies also to cases of silent 
stone discovered on X-ray examination of the 
gastro-intestinal tract or at operation in which 
there is no history of gall-bladder disturbance or 
there has been at most only a mild, recurring 
epigastric distress. Silent calculi, acting as foreign 
bodies, may be causes of infection but do not justify 
either cholecystectomy or cholecystostomy. 

O. S. Proctor, M.D. 


Delore, X., and Wertheimer, P.: Enterobiliary 
Anastomoses, Cholecysto-Enterostomy and 
Cholecystogastrostomy (Les anastomoses entéro- 
biliaires, cholécystoénterostomie et  cholécysto- 
gastrostomie). Rev. de chir., Par., 1921, xl, 400. 


The introductory paragraph of this article traces 
the development of the different types of anasto- 
mosis during a period of thirty years. 

Bile may be drained from the gall-bladder to the 
exterior through a permanent channel or by means 
of an anastomosis of the gall-bladder with a part of 
the digestive tract, the stomach, small intestine, or 
colon. The authors describe the chronological 
development of the different types of anastomosis, 
dealing first with the purely theoretical side and 
then with the successful development of the opera- 
tive technique in man. Bibliographies are included. 

Because of the ease of its exposure, its mobility, 
and the fact that it is generally found dilated, the 
gall-bladder is the usual site of anastomosis. Never- 
theless, both experimentally and in man the hepatic 
duct, and more often, the common duct have been 
used. In twenty-one anastomoses done in Kehr’s 
clinic, the gall-bladder was employed in twelve 
and the hepatic duct in nine. Other cases have been 
reported in which choledochoduodenostomies were 
performed. In one instance a rubber prosthesis was 
used as a means of effecting anastomosis. In the 
very great majority of reported cases, however, the 
anastomoses were made with the gall-bladder. 

Because of the normal physiological processes of 
digestion the duodenum is the natural site for the 
anastomosis, but its lack of mobility and its partial 
covering by peritoneum, in addition to the com- 
plicated technique of a cholecystoduodenostomy, 
have led to the development of other types of 
operation—cholecystojejunostomy, cholecysto-en- 
terostomy, cholecystogastro-enterostomy. The last- 
named operation is the simplest and the one to be 
preferred. 

Chelecystostomy is a simple temporary method 
for the evacuation of gall-stones, stones in the com- 
mon duct, and infected bile. It is used also in cases 
in which immediate drainage is indicated as a 
temporary measure. However, in cases of retention 
of bile and distention of the gall-bladder due to a 
neoplasm, carcinoma of the pancreas, or extrinsic 
compression, cholecystostomy with exterior drainage 
is inconvenient, is apt to cause a secondary infection 
leading to many metabolic disturbances, and in 
many instances leaves permanent fistula necessitat- 
ing a secondary intervention. By the diversion of 
bile from the intestinal tract alimentary metabolism 
is disturbed, intestinal motility is lessened, and the 
physiological reactions are affected. 

Anastomosis eliminates these inconveniences and 
also prevents the damages which result from icterus, 
but it should be performed at a time when the 
simplest type of operation is needed. 

Anastomosis with the first portion of the duodenum 
gives the most nearly normal function, yields 
satisfactory clinical results, and is less liable to set 


i 
4 
3 
a 
ae 


GENERAL SURGERY—SURGERY OF THE ABDOMEN 


up infection, but the operative technique is very 
difficult. Anastomosis with the jejunum is less 
satisfactory, and anastomosis with the transverse 
colon interferes with digestion and the metabolic 
processes and has the highest risk of infection. 
However, the probability of infection is not as high 
practically as theoretically. 

Cholecystogastro-enterostomy has been shown to 
be satisfactory both from a physical and a physiolog- 
ical standpoint. The former belief that bile in the 
stomach retarded the digestion of the albumins and 
impaired the gastric secretions has been disproved 
clinically and experimentally. It is pointed out that 
cholecystogastro-enterostomy is the operation of 
choice because of the satisfactory clinical and 
operative results and the simplicity of the operative 
technique. 

The authors review seventeen cases, giving the 
history, diagnosis, operation, operative findings, 
postoperative developments, and the end-results. 
In this group there were twelve cholecystogastro- 
enterostomies, three cholecystocolostomies, and two 
cholecystojejuno-enterostomies with no operative 
deaths. The cases were followed for varying periods 
after the operation. 

For all the operations preliminary exploration is 
recommended. This should include special examina- 
tion of the gall-bladder region, separation of the 
adhesions, and careful selection of the sites of anasto- 
mosis. In cases of distended gall-bladder or numer- 
ous stones, the gall-bladder should be emptied. The 
technique and the different steps in the operations 
are given in detail. Cholecystogastro-enterostomy 
is strongly advocated. 

Operative intervention is indicated in the follow- 
ing types of cases: 

1. Cases of complete or incomplete occlusion of 
the common duct with dilatation of the gall- 
bladder and retention of bile. 

2. Cases of hydrops of the gall-bladder with 
obliteration of the cystic duct, whether the cause 
of the condition is known or not. 

3. Cases of multiple or single biliary calculi in 
which there is obstruction of the cystic or the 
common duct and the gall-bladder wall has not been 
greatly damaged. 

4. Cases of non-calculous obliteration of the 
common duct, whether this is caused by a congenital 
malformation or by a neoplasm of the biliary ducts, 
the pancreas, or more extensive involvement. 

The authors’ conclusions are as follows: 

1. Cholecystogastrostomy ought to be considered 
the typical biliary anastomosis. 

2. It should be done in preference to repair when 
the case demands rapid intervention. 

3. It entails the least operative risk and causes 
no disturbance of the physiological digestive 


processes and no complicating infections. 

4. It is indicated in chronic icterus when ob- 
struction or pressure on the gall-bladder by neo- 
plasms has occasioned retention with distention of 
the bladder. This indication is limited only by the 
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possibility of excision or the patient’s general 
condition. 

5. It is utilized with advantage in the treatment 
of certain cases of icterus, the cause of which it is 
difficult to determine, and in the treatment of 
biliary fistula if the condition of the gall-bladder 
warrants anastomosis. 

6. A certain degree of bladder distention is 
necessary for the establishment of cholecystogastros- 
tomy. Because of this fact the operation is indicated 
especially in cases of lithiasis, for aged patients, for 
those whose general condition is precarious, and for 
cases of occlusion of the common duct which require 
complex operative manceuvres. 

7. This operation must be classified as a pallia- 
tive measure. The unexpected successful results 
which it has sometimes given depend upon errors of 
diagnosis and the curability of the inflammatory 
lesions. But even in cases in which the development 
of an obliterating tumor means death, this operation 
is often the cause of a temporary amelioration 
which may be of considerable duration. ' 

8. In all of these cases there is improvement of 
symptoms. Disappearance of itching and a decrease 
of the icterus are always observed, and frequently 
there is an arrest of the cachexia. 

W. O. Jounson, M.D. 


Hartman, F. L., Smyth, C. M., Jr., and Wood, 
J. K. W.: The Results of High Ligation of the 
Cystic Duct in Cholecystectomy. 
1922, Ixxv, 203. 


Ann. Surg., 


The experiments reported were carried out upon a 
series of ten dogs. In each case the length and diam- 
eter of the cystic duct were measured and the gall- 
bladder was removed close to its neck. One dog died 
during the operation. The remainder were chloro- 
formed and subjected to autopsy at intervals vary- 
ing from six weeks to fourteen weeks after the opera- 
tion. In seven, the cystic duct stump was dilated 
quite markedly and filled with bile. In another, a 
bud-like dilatation filled with bile was found at the 
end of the cystic duct stump. In some, the cystic 
duct stump was increased in length. 

On histologic examination of a section from these 
newly formed bladders all the coats of the gall- 
bladder could be recognized. 

In one dog in which the cystic duct was cut off 
practically flush with the common duct there was no 
dilation of the small stump, but a marked dilation of 
the common and hepatic ducts was found. In two 
of the eight cases with dilation the bile had become 
inspissated and apparently was beginning to form 
calculi. Under the microscope these dilations sug- 
gested chronic catarrhal cholecystitis. It seemed 
evident that the dilated duct did not have the power 
to force the bile out. 

Two clinical cases of dilation of the cystic duct 
stump observed by Deaver and Stewart are reported. 

The conclusions drawn are as follows: 

1. When a cystic duct stump is left, it usually 
dilates to form a pseudo-gall-bladder; hence there 
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may be arecurrence of symptoms after a cholecystec- 
tomy. 

2. When the cystic duct is ligated flush with the 
common duct there is general dilation of all ducts, 
indicating pressure in the biliary system. 

3. The gall-bladder is not essential to life, but it 
seems to have a very definite function in storing bile 
and acting as a tension bulb regulating pressure in 
the biliary system. 

4. The fact that after the removal of the gall- 
bladder the body attempts to restore the normal 
condition in the biliary system through dilation of 
the ducts and the stump of the cystic duct indicates 
that the gall-bladder has a definite function. 

Cari R. Steinke, M.D. 


Willis, A. M.: Some Problems in Connection with 
the Surgery of the Biliary Tract. Ann. Surg., 
1922, Ixxv, 190. 

The successful treatment of gall-bladder disease 
depends on an accurate diagnosis. This diagnosis is 
difficult even when we have as aids the complete 
history, a careful physical eXamination, a roent- 
genological examination, the use of the duodenal 
tube and magnesium sulphate, and abdominal 
exploration. 

The number of removed gall-bladders showing 
only simple cholecystitis as compared with those 
showing cholecystitis with calculi is cited. From this 
comparison Willis is inclined to believe that the 
surgeon of the present day is apt to infer the presence 
of gall-bladder disease from any discomfort in the 
upper part of the abdomen. When the diagnosis has 
been made the decision as to what should be done 
to the gall-bladder surgically is not as easy as it was 
formerly. The conditions which clearly indicate 
cholecystectomy are malignancy, hydrops, cicatri- 
cial closure of the cystic duct, and the strawberry 
gall-bladder. 

The choice of cholecystostomy and drainage of 
the gall-bladder instead of cholecystectomy is based 
on: 

1. The function of the gall-bladder in digestive 
processes as shown by: (a) the concentration of the 
bile, and (b) storage of the bile. 

2. The increased surgical risk of cholecystectomy 
when the patient is debilitated. 

3. The presence of dense adhesions and a con- 
tracted and thick-walled gall-bladder. 

4. The good results obtained from cholecystos- 
tomy in seemingly functionless gall-bladders. 

5. The lessened chance of injury to adjacent 
structures in cholecystostomy. 

6. The fact that conditions following cholecystos- 
tomy are more favorable for secondary operations if 
the latter are necessary. 

The author does not agree with the accepted 
theory that severe cases of gall-bladder involvement 
should be treated by cholecystostomy and drainage 
and mild cases by cholecystectomy. The removal of 
the gall-bladder in cases showing moderate or mild 
symptoms evidencing a low-grade cholecystitis 
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is based on the poor results obtained by cholecystos- 
tomy and drainage and the results in animal experi- 
mentation which showed: (1) that when sterile 
bile is allowed to escape into the peritoneal cavity 
dense adhesions are not formed and the action of the 
bile is not lethal; (2) if a foreign body is inserted the 


‘adhesions become very dense and numerous; (3) 


if infection is introduced, the bile plus a foreign body 
plus infection causes very dense adhesions and 
often leaves a pericholecystitis as severe as that 
preceding the operation. 

Leakage of bile after the removal of the gall- 
bladder is rare and drainage can be dispensed with 
to a great extent. In thirty-eight cases treated by 
cholecystectomy without drainage in a period of five 
years, and in a later series of seventy-two cases in 
which there were two deaths there was no bile leak- 
age. In the removal of the gall-bladder in the milder 
cases of gall-bladder disease it is better not to use 
drainage, as in this way the formation of dense 
adhesions can be avoided. 

The ‘ideal cholecystotomy”’ as performed by 
Meredith in 1883 has been severely condemned. 
This opposition should be overcome by our advanc- 
ing technique in surgery. The omission of drainage 
following the ideal cholecystotomy is no more radical 
than the omission of drainage following the removal 
of renal calculi, cholecystectomy, operations for per- 
forating ducdenal ulcer, and choledochotomy. 

As an adjunct to cholecystotomy and the removal 
of calculi following the ideal operation, the non- 
surgical drainage of the gall-bladder by Lyon’s 
method would seem full of promise. In this manner 
a definite class of cases might be relieved of the gall- 
bladder syndrome with preservation of the organ. 

GEORGE FE. Surron, M.D. 


Banting, F. G., and Best, C. H.: The Internal 
Secretion of the Pancreas. J. Lab. & Clin. Med., 
1922, Vil, 251. 

In reading an article on the relation of the isles of 
Langerhans to diabetes which gave a résumé of 
degenerative changes in the acini of the pancreas 
following ligation of the ducts, the idea presented 
itself to the authors that since the acinous, but not 
the islet tissue, degenerates after this operation, 
advantage might be taken of the fact to prepare an 
active extract of islet tissue. A subsidiary hypothe- 
sis upon which the experiments here reported were 
based was that trypsinogen or its derivatives is 
antagonistic to the internal secretion of the gland. 

From the investigations of different observers it 
may be concluded: (1) that the secretion produced 
by the acinous cells of the pancreas is in no way 
connected with carbohydrate utilization; (2) that 
injections of whole-gland extract have been useless 
as a therapeutic measure in defects of carbohydrate 
utilization; and (3) that the islands of Langerhans 
are essential for the control of carbohydrate metab- 
olism. According to one investigator there are two 
possible mechanisms by which the islets might 
accomplish this control: (1) the blood might be 
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modified while passing through the islet tissue, that 
is, the islands might act as detoxicating stations, and 
(2) the islets might produce an internal secretion. 

The authors believe that the experiments herein 
reported demonstrate that the latter mechanism is 
in operation. The majority of their experiments 
were performed upon female dogs which were com- 
pletely depancreatized at the initial operation. The 
pancreatic tissue removed after seven to ten weeks’ 
degeneration showed an abundance of healthy islets 
and a complete replacement of the acini by fibrous 
tissue. 

In the course of the experiments over seventy-five 
doses of extract from degenerated pancreatic tissue 
were administered to ten diabetic animals. Since 
the extract has always produced a reduction of the 
percentage sugar of the blood and the sugar excreted 
in the urine, the authors feel justified in stating that 
this extract contains the internal secretion of the 
pancreas. While they have always observed a dis- 
tinct improvement in the clinical condition of dia- 
betic dogs after the administration of extract of 
degenerated pancreas, they state that it is very ob- 
vious that the results of their experimental work do 
not as yet justify the therapeutic administration of 
degenerated gland extracts to clinical cases of dia- 
betes mellitus. 

The results of the experimental work reported 
may be summarized as follows: 

Intravenous injections of extract from the pan- 
creas of the dog removed from seven to ten weeks 
after ligation of the ducts invariably exercised a 
reducing influence upon the percentage of sugar in 
the blood and the amount of sugar excreted in the 
urine. 

Rectal injections were not effective. 

The extent and duration of the reduction varied 
directly with the amount of extract injected. 

Pancreatic juice destroyed the active principle of 
the extract. 

That the reducing action is not a dilution phenom- 
enon was indicated by the following facts: (1) 
hemoglobin estimations before and after the ad- 
ministration of the extract were identical; (2) in- 
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jections of large quantities of saline did not affect 
the blood sugar; (3) similar quantities of extracts 
of other tissues didsnot cause a reduction of blood 
sugar. 

Extract made o.1 per cent acid was effectual in 
lowering the blood sugar. 

The presence of extract enabled a diabetic animal 
to retain a much greater percentage of injected 
sugar than it would otherwise. 

Extract prepared in neutral saline solution and 
kept in cold storage retained its potency for at least 
seven days. 

Boiled extract had no effect on the reduction of 
blood sugar. GrorceE E. Brttey, M.D. 


MISCELLANEOUS 


Lamas, A., and Prat, D.: Hydatid Cysts of the 
Abdomen Simulating Ascites: Preperitoneal 
Hydatid Cysts (Kystes hydatiques de l’abdomen 
a type ascitique—Kystes hydatiques prépérito- 
néaux). J. de chir., 1922, xix, 15. 

The authors have operated upon two cases of 
hydatid cysts which clinically suggested abdominal 
ascites due to tuberculosis. There was a large, 
progressive, and diffuse abdominal distension which 
upon examination seemed to have all the character- 
istics of distension due to fluid. Digestive disturb- 
ances from visceral compression, oedema of the lower 
extremities, evidence of collateral circulation, and 
profound intoxication were present. 

At operation in each instance an enormous amount 
of fluid was evacuated. In some cases this was 
purulent. Escaping in the fluid were numerous 
small cysts in various stages of degeneration. The 
wall of the cavity containing this fluid was external 
to the abdominal cavity. Beneath the thickened 
posterior wall the intestines could be seen. 

Heretofore the origin of the large cysts was sup- 
posed to be preperitoneal because they are situated 
between the muscles of the abdominal wall and the 
peritoneum. On the basis of their studies, however, 
the authors have come to the conclusion that they 
originate directly from the peritoneum. 

Loyat E. Davis, M.D. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Tillier, R.: The Individuality of the Metaphysis 
(De Vindividualisme de la métaphyse). Rev. 
@’orthop., 1922, Xxix, 21. 

From the point of view of evolution the long bone 
has three distinct parts: the diaphysis, the meta- 
physis, and the epiphysis. The individuality of. the 
metaphysis is revealed in the examination of the 
long bones of young subjects in the period of 
growth. The juxta-epiphyseal or metaphyseal re- 


gion possesses an anatomical individuality which is 
of particular importance in pathology. Tuberculosis 


is localized most frequently in the epiphysis, syphilis 
in the diaphysis, and osteomyelitis in the metaphy- 
sis. These points are illustrated by roentgenograms. 
In Tillier’s opinion the point of union between the 
diaphysis and metaphysis plays a réle in the patho- 
genesis of certain malformations and traumatic 
lesions. W. A. BRENNAN. 


Stephan, R.: Polyperiostitis Hyperzsthetica 
(Polyperiostitis hyperaesthetica). Milt. a. 
Grenzgeb. d. Med. u. Chir., 1921, xxxiv, 201. 

Within the last three years Stephan has observed 
five cases of a disease that he is unable to classify. 

By some authors the condition has been ascribed to 
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a tuberculous infection of the skeletal system. 
Stephan suspects a systemic disease of the entire 
periosteum. The course is chronic in limited 
periods, and in the beginning there are very long 
intervals of latency. Almost always there is a sub- 
febrile rise of temperature. In the later stages the 
condition, which is doubtless an inflammatory proc- 
ess, becomes generalized over the entire skeleton. 

The histories of the five cases observed by the 
author are given indetail. ‘Two were cases of the fully 
developed and generalized disease, one was a case 
in which the disease was progressive but not yet 
very extensive, and the two others were cases in 
which the condition was in a very early stage. 
The five patients were females. 

The typical findings of the condition, especially 
in the first two cases, were: 

1. Thickening of the periosteum which caused a 
very dense shadow in the X-ray picture. This was 
present in only certain of the diseased portions of 
the body. The bone itself was unchanged in mar- 
row and cortex. In the first case the specimen 
obtained at operation showed a hard callous tissue 
of periosteal fibers containing few cells or vessels, 
that is, a periosteal tissue with simple proliferation, 
without or with only slight inflammation. 

2. Hyperesthesia of the skin and soft parts 
which was unusually marked, extended far beyond 
the periosteal focus, and was manifested at the 
slightest touch of the hair-pencil or the finger tip 
without any pressure on the deeper tissue. 

The author regards the hyperesthesia as a 
clinical analogue to Head’s zones in disease of the 
internal organs, but it is more widespread and ex- 
tension does not occur necessarily by segments or 
by nerve roots. It can be explained as due to 
radiation of the sensation of pain from the nervous 
region of the periosteum to that of the skin and soft 
parts by an indirect route through the spinal 
centers. Polyneuritis and associated inflammatory 
involvement of the skin and soft parts can be 
excluded. Spontaneous pain of a dull boring char- 
acter may also be present. There is further an 
extreme power of reaction of the subcutaneous cellu- 
lar tissue in the form of widespread infiltration and 
later of slow formation of hard callus to subcuta- 
neous injections of drugs. This was the case when 
preparations of tuberculin were employed, but 
especially following the use of acriflavine and silver 
salvarsan. The subfebrile rise of temperature oc- 
curs particularly in the evening and at the time 
of the formation of new periosteal foci. 

In the first two cases, which were observed over 
a long period, the disease extended, with interrup- 
tions in its progress, throughout the entire skeleton. 

The author refuses to accept tuberculosis, 
syphilis, infectious rheumatism, or polydermato- 
mycosis as the cause. The exciting factor is still to 
be discovered as the disease cannot be brought into 
line with those due to known excitants. The cases 
are too few to warrant deductions as to the prognosis, 
but the affection appears to be chronic and has a 


tendency to progress. Numerous drugs (acriflavine, 
silver salvarsan, colloid preparations of silver, 
urotropin, etc.) have no effect upon it. Hydro- 
therapy with mud baths, fango packs, and treat- 
ment with radiant heat are of value to alleviate the 
symptoms. Minimum doses of X-ray treatment 
have been found beneficial. When the disease is 
circumscribed, surgical intervention appears to be 
indicated and should be radical. 

As a term for the new disease the author suggests 
“‘polyperiostitis hyperesthetica.”’ Sonnrac (Z). 


Young, J. K., and Cooperman, M. B.: Von Reck- 
linghausen’s Disease or Osteitis Fibrosa. Ann. 
Surg., 1922, Ixxv, 171. 


This article reports the case of a 21-year-old col- 
ored girl with immense solid bone tumors involving 
the upper and lower jaws, cystic tumors in the right 
and left humeri, pathologic fractures in the femora 
with vicious union, extreme muscular atrophy, and 
severe deformities of the pelvis and spine. The 
X-ray showed marked decalcification of the skeleton 
and typical osteitis fibrosa. 

The authors believe that osteitis fibrosa, including 
benign bone cysts, giant-cell sarcoma of the epulis 
type, hemorrhagic osteomyelitis, and von Reck- 
linghausen’s disease, is a distinct pathologic entity 
characterized by a fibrous metaplasia of bone. 

Two types of the disease are recognized: a local 
and a general type. As a rule, local osteitis fibrosa 
and benign bone cysts are dependent upon trauma. 
The general form is dependent upon grave nutri- 
tional disturbances. Disturbances of endocrine 
glands, faulty calcium metabolism, and low-grade 
chronic infections seem to be of etiological im- 
portance. 

Cysts, osteitis fibrosa, and giant cells may occur 
in the same bone. The giant-cell content is not 
prognostic of malignancy. 

The diagnosis of osteitis fibrosa is based upon the 
long duration of the process with very vague symp- 
toms, the frequency of spontaneous fractures, and 
the findings of X-ray examinations. Very often 
microscopic examination of pathologic specimens is 
necessary to clear up the diagnosis. 

The local form of the disease is benefited by curet- 
tage and bone transplantation. The type showing 
multiple lesions must be given constitutional treat- 
ment directed toward the underlying constitutional 
disturbance. If the lesion be accessible, curettage 
and bone transplantation may be employed. The 
X-ray and radium have been used in these cases 
with some success. Putte Lewin, M.D. 


Kisch, E.: Errors of Diagnosis in Tuberculosis 
of the Bones and Joints (Fehldiagnosen bei 
Knochen- und Gelenktuberkulose). Arch. f. klin. 
Chir., 1921, cxviii, 481. 

The author calls attention to the extraordinary 
frequency of incorrect diagnosis in tuberculosis of 
the bones and joints. The radiation of the pain is 
often an important factor. Cases of tuberculosis of 
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the knee are treated for a long time as cases of flat- 
foot. A painful knee joint is treated for a long pe- 
riod with massage and hot air when the real trouble is 
tuberculosis of the hip. 

In the differential diagnosis of tuberculous arthri- 
tis the chief diseases to be considered are gonor- 
rhoea, lues, and rheumatism. The principal clinical 
difference between gonorrhoea and tuberculosis is 
the pain. Tuberculosis of the wrist, knee, elbow, or 
shoulder, which is gradual in onset, is usually not 
very painful, but in tuberculosis of the knee and 
hip there may be considerable pain. In gonorrhceal 
arthritis pain develops early and is severe. The 
onset of a gonorrhoeal joint metastasis is sudden. 
The day when the disease appeared is usually given 
with exactness. In tuberculosis the roentgen picture 
shows atrophy and the structure of the bony tra- 
becule is particularly distinct, while in gonorrhoea 
the bone picture is less distinct. 

In lues of the joints the chief forms to be consid- 
ered are the synovial forms. If the lesions are con- 
genital there is almost always bilateral joint involve- 
ment. Bilateral joint disease in a child is usually 
luetic. Acquired lues of the joints can be easily 
confused with a fungus or hydrops tuberculosis be- 
cause a chronic course, swelling of the capsule, and 
progressive contraction, particularly of the knee 
joint, are common to both. The fluid obtained by 
puncture of a tuberculous joint, in contrast to that 
obtained from a syphilitic joint, is very flocculent. 
Acquired syphilitic arthritis appears usually on one 
side only, a fact which renders the differential diag- 
nosis more difficult. The Wassermann test, not 
the roentgen picture, is the decisive factor. It is 
important to remember that disease of the sterno- 
clavicular joint is very frequently luetic; also that 
tuberculous spina ventosa, like lues, often begins 
with a slight periosteitis. In such cases the diag- 
nosis is often decided by the presence of tubercu- 
lous or luetic foci in other areas. 

In the joint affected by chronic rheumatism and 
the tuberculous joint there is a gradual development 
of symptoms—swelling, pain, limitation of func- 
tion, and effusion—but a flocculent exudate speaks 
for tuberculosis. Absolute certainty is given by ani- 
mal inoculation with the fluid obtained by puncture. 

There is often great difficulty in the diagnosis of 
tuberculosis of the shaft, particularly in distinguish- 
ing it from suppurative osteomyelitis. The onset 
of the latter is usually acute and associated with 
rigor, while tuberculous osteomyelitis as a rule runs 
a chronic course without any rise of temperature. 
Osteomyelitis is accompanied by pain, inflammation, 
and loss of function. In tuberculous disease of the 
bone marrow these are absent. In the latter there 
are usually other tuberculous foci in the bones. Asa 
rule the roentgen picture is of little help in differen- 
tiating tuberculosis of the shaft and osteomyelitis. 
Thickening of the periosteum is as marked in tuber- 
culosis of the shaft as in ordinary osteomyelitis 
because the condition is particularly rapid in its 
involvement of the surrounding tissues. The X-ray 
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shows, however, that in tuberculosis there is atrophy 
of the cortex. It shows also that the sequestrum 
of tuberculosis is considerably smaller than that of 
osteomyelitis, its margins are finely serrated, it is 
of a rounded, very delicate structure, and it usually 
presents the same degree of atrophy as the surround- 
ing bone. The sequestrum of osteomyelitis is 
usually large, long, spear-shaped, and without 
atrophy. In these cases also animal inoculation 
with the pus is decisive. The differential diagnosis 
is of great practical importance as a cure of tuber- 
culous osteomyelitis is effected with great certainty 
by means of heliotherapy or treatment with iodine. 

Kuettner distinguishes tuberculosis arising pri- 
marily in the marrow of the diaphysis from that 
which involves the marrow canal secondarily to 
disease of the joint or foci in the spongiosa. With 
regard to Bier’s treatment of tuberculosis this divi- 
sion is of secondary importance. 

The article is very well illustrated and contains 
a description of tuberculosis of the shaft in which, 
particularly in reference to Bier’s treatment, the 
author discusses the processes of healing as they 
appear clinically and in the roentgen picture. 

The differential diagnosis between osteitis fibrosa 
and the honeycomb form of tuberculosis of the 
shaft is also interesting. Involvement of the soft 
parts or an abscess shadow indicates that the lesion 
is tuberculous. The differential diagnosis between 
tuberculous coxitis and Perthes’ disease may often 
be made from the clinical examination. Limping is 
caused by both conditions. In Perthes’ disease 
limitation of abduction of the hip with normal 
flexion is characteristic. In tuberculosis of the hip 
there is limitation of motion in all directions. In 
Perthes’ disease pain is frequently absent; in coxitis 
it is usually present. The injection of tuberculin 
may be of value. Kocu (Z). 


Hartman, F. W.: Synovial Membrane Tumors of 
Joints. Surg.,Gynec. & Obst., 1922, xxxiv, 161. 


Synovial membrane tumors of tendon sheaths are 
easily recognized but their pathology is very puz- 
zling as is evident from the variety of terms applied 
to them: granuloma, myeloma, myeloid tumor, 
mycloxanthoma, myeloid endothelioma, fibro-angi- 
oma, giant-celled tumor, giant-celled xanthosarcoma, 
and benign xanthic extraperiosteal tumor of the 
extremities containing foreign body giant cells. 

The tumor growths in joints are readily classified 
into three groups: (1) pedunculated tumors, (2) 
diffuse tumors with giant cells, and (3) diffuse tu- 
mors without giant cells. 

The author cites four cases in the first group, four 
cases in second group, and nine cases in third group, 
giving the clinical histories, the pathologic findings, 
and cuts showing cross-sections and gross sections of 
some of the tumors removed. 

Hartman’s discussion is as follows: 

“The occurrence of these tumors in joints and 
especially in the knee joint raises at once the prob- 
lem of saving the limb and the function of the joint. 
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Their development is slow as a rule and ample 
warning is always given in the form of pain, swelling, 
and interference with function. They are readily re- 
moved if attacked in the early pedunculated stage, 
without danger of local recurrence or remote 
metastases. 

“As to classification, it seems best to place them 
with the benign tumors of connective-tissue origin 
since the giant cells are of the foreign-body type and 
no mitosis is seen. However, there is a potential 
malignancy as demonstrated in the patients of Lejars 
and Rubens, of Kruger, and of Garré. Palliative 
measures and incomplete excision are contra-indi- 
cated and are perhaps responsible for the malig- 
nant characteristics developed in these cases. 

“These neoplasms should not be termed ‘sar- 
coma,’ at least until evidences of malignancy are 
seen either clinically or pathologically. Since any 
one of the characteristic cells, namely xanthoma or 
foam cells, pigmented cells, and giant cells, may be 
absent from an otherwise typical case, the writer 
prefers the name used by Woodhead, ‘myeloid 
tumor.’ ” F. W. Carrutuers, M.D. 


Burke, G. T.: A Case of Gumma of the Vertebrez. 
Med. Press, 1922, n.s. cxiii, 112. 

A Sepoy, 23 years old, was admitted to the hos- 
pital complaining of pain in the back and weakness 
in both legs which had been present for one month. 
Physical examination revealed a fluctuating mass 
on the right border of the sternum. When opened, 


‘this was found to be a caseating gumma eroding 


through to the posterior wall of the bone. 

The spinal movements were normal. The general- 
ized hypotonicity of the spine combined with local- 
ized stiffness, which has been so much emphasized 
by some observers as pathognomonic of luetic 
involvement of the vertebra, was not noted. Ab- 
sence of systemic nerve involvement in bone syphilis, 
as stressed by Abrams, Wile, and others, was borne 
out by the absence of cranial nerve involvement and 
of Argyll-Robertson pupils. 

In the lower extremities all signs pointing to upper 
motor neurone paraplegia, such as slight wasting, 
exaggerated reflexes, brisk ankle clonus, the Babinski 
sign, and a spastic gait, were present. The blood and 
spinal fluid gave a four plus Wassermann reaction. 

In three weeks the picture changed to that of a 
lower motor neurone lesion with loss of sphincter 
control and of all deep reflexes. Energetic salvarsan 
treatment given intravenously and by the Swift- 
Ellis method was followed by marked relief and the 
return of sphincter control. This improvement was 
only temporary, however, for cystitis soon developed 
and death ensued four months after the date of the 
patient’s admission to the hospital. 

Autopsy revealed a swelling the size of a golf ball 
on either side of the body of the eighth dorsal ver- 
tebra and containing 12 oz. of pus and cheesy 
material. The body of the vertebra was eroded 
anteriorly and laterally, and through a small open- 
ing the caseous tumor communicated with the spinal 


canal. The meninges at this level were thickened 
with granulated tissue 14 in. thick. Pathologic ex- 
amination of the tumor around the cord demon- 
strated the structure of a gumma. A microscopic 
examination of the cord section was not made. 

This case is of particular interest because of the 
location of the gumma. The vast majority involve 
the cervical region. 

The statistics as to the incidence of gumma of the 
vertebre vary greatly, ranging from 3 per cent of 
cases of syphilis chosen at random ina medical clinic 
by Baldwin to the sparse single cases scattered 
throughout the literature. Daviv Tetson, M.D. 


Eaves and Campiche: Note on a Malformation of 


the Carpus. J. Bone & Joint Surg., 1922, iv, 78. 

The authors report a case of congenital deformity 
of both wrists as follows: 

The patient’s left hand is rather small and the 
fifth finger is curved toward the radius. All the 
movements of the wrist are very extensive. Espe- 
cially, adduction of the hand toward the radial side 
is much greater than in a normal subject. The 
X-ray shows that the navicular bone is about one- 
half the normal size and the styloid process of the 
radius is absent. 

In the right hand there is a marked prominence 
of the base of the first metatarsal toward the volar 
surface and the muscles of the thenar eminence are 
quite thin. The thumb is small and markedly 
curved, its concavity being toward the ulna. The 
right index finger is similarly curved. The fifth 
finger shows a curve with its concavity toward the 
radius. The lateral movement of the wrist toward 
the radial side is very extensive. The X-ray of the 
right wrist shows total absence of the navicular 
bone and poor development of the styloid process 
of the radius. 

The patient has also a mild hypospadias and an 
abnormal growth of hair. The radial pulse is in 
the middle of the wrist on both sides. 

As a rule carpal deformity is associated with 
severe malformations of the hand or forearm. 

A. Crark, M. D. 


Dupont, I.: Old Coxofemoral Arthritis Probably of 
Typhoid Origin (Ancienne arthrite coxo-fémorale 
probablement d’origine typhoidique). Rev. d’orihop., 
1922, XXix, 61. 

Dupont’s case of partial ankylosis of the hip due 
to non-suppurative arthritis is illustrated by a roent- 
genogram. The partial ankylosis was caused by an 
osseous articular and peri-articular reaction of the 
hip. The patient had a febrile affection which was 
at first diagnosed as influenza and later as typhoid. 
An abscess formed in the ischiorectal fossa. When 
the patient left the hospital he had a motor distur- 
bance in the left leg (psoitis). This was treated by 
mechanotherapy but became permanent. 

The author states that in typhoid fever articular 
lesions are more infrequent than diaphyseal lesions. 

W. A. BRENNAN. 
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Maragliano, D.: The Treatment of Contractures 
of the Knee Due to Arthritis by Partial Infil- 
tration of the Sciatic Nerve with Alcohol (Il 
trattamento delle contratture artrogene del ginoc- 
chio coll’alcoolizzazione parziale dello sciatico). 
Chir. d. organi di movimento, 1921, Vv, 659. 


Maragliano treats exclusively of contractures of 
the knee in flexion which are due to inflammatory 
processes and in which a certain mobility persists 
in that it is possible to increase the flexion already 
present to a greater or less degree. Generally a 
tenotomy or tendon lengthening eliminates the 
muscular contraction, but in some cases contraction 
is re-established by cicatricial adhesions of the ten- 
don stumps. 

It seems to Maragliano therefore more logical to 
supplement the corrective procedures by some direct 
action on the innervation of the flexors in order to 
decrease the centripetal stimulus and the energy of 
contraction. Such direct action may be obtained 
by partial infiltration of the sciatic nerve with alco- 
hol. 

The injection cannot be made into the principal 
trunk of the sciatic nerve as in such case the alcohol 
might diffuse in the different fascia and cause per- 
manent paralysis of muscles of the leg with resulting 
deviation of the foot. 

Maragliano states that at the level of the lower 
margin of the gluteus maximus the nerve fibers 
going to the head of the biceps, the semitendinosus 
and semimembranosus muscles, and the dorsal por- 
tion of the adductor magnus are united by a com- 
mon fascia which can easily be isolated at this level 
from the great sciatic nerve. The isolation is facili- 
tated also by the fact that at this point the fascia 
referred to has its own sheath. 

The use of alcohol to eliminate a condition of 
hyperkinesia in a group of muscles is not new. 
Sicard and Imbert employed it with good results in 
the treatment of muscular contractions due to war 
wounds and it has been used also by others. 

Sixty per cent alcohol is best. In this concentra- 
tion it interrupts the sensory conductivity of the 
nerve without altering its motor conductivity. In 
two clinical cases reported by the author which 
resisted the usual treatment good and lasting results 
were obtained by this method. W. A. BRENNAN. 


Hicks, E. P.: Hereditary Perforating Ulcer of the 
Foot. Lancet, 1922, ccii, 319. 


The signs of hereditary perforating ulcer of the 
foot appear early, at about the fifteenth year of age. 
The first signs are a callus on the great toe which 
soon changes to an ulcer. The ulcer heals under 
ordinary treatment but soon re-appears. At first 
there is no pain, but as the disease spreads and 
progresses the pain becomes very severe. Besides 
local pain there are darting pains in different parts 
of the body. The outstanding feature other than 
ulcer formation is deafness which appears in the 
later stages. The disease is progressive and shortens 
life. In all the author’s cases there was a distinct 
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hereditary history of such a condition. Practically 
all of the reflexes of the lower extremity were gone 
and there was absence of sensation to heat and cold 
over a large area of the foot and leg. 

The conclusions drawn are as follows: 

1. The disease is distinctively hereditary. Its 
main symptoms are perforating ulcer of the feet, 
shooting pains in various parts of the body, and 
deafness. 

2. It is progressive and shortens life. 

3. It corresponds to no disease previously 
described, but bears some resemblance to syrin- 
gomyelia. F, W. Carrutuers, M.D. 


FRACTURES AND DISLOCATIONS 


Kreuscher, P. H.: The Management of Fractures 
Near Joints. IJ//inois M.J., 1922, xli, 88. 


The author states that emphasis should be placed 
upon the fact that too long fixation is often the 
cause of non-union, and that traction should be 
applied, and all reductions and fixations should be 
effected, under the control of the fluoroscope. As- 
piration is indicated when there has been bleeding 
into a joint as it favors fixation. If infection has 
occurred the frequent injection of 2 per cent each 
of apothesine and formalin in glycerine is advisable, 
the former to prevent pain. If the blood has become 
clotted, the joint must be opened and the clot re- 
moved mechanically. 

Ninety-five per cent of fractures of the humerus 
involving the shoulder joint require open reduction 
and fixation. Because of the possibility of infection 
such operative procedures should be delayed until 
the tenth day. A strict Murphy-Lane technique 
is of importance. Kreuscher advises fixation by 
means of a metal splint such as the Lane plate and 
staples. He mentions also the Smith bone clamp. 

Bone grafting in the vicinity of joints and in the 
shafts of the bones is never indicated unless it is 
evident that normal healing will not occur. 

Most elbow fractures can be reduced with the aid 
of the fluoroscope. If misplacement has occurred, 
however, open reduction and fixation by means of 
screws, nails, or pegs are necessary. In fractures of 
the internal condyle early manipulation is inadvis- 
able as it has a tendency to promote callus formation 
and troublesome exostoses. 

With regard to fractures of the neck of the femur 
the author states that good results have been ob- 
tained by the Whitman method of extreme abduc- 
tion but he, himself, uses Murphy’s method. 
Except in cases of impaction, the patient is placed 
ina Travois abduction splint with Buck’s extension 
of from 10 to 15 lbs. on the affected limb. This is 
done on the day of the accident or as soon thereafter 
as possible. It relieves pain, prevents absorption 
due to involuntary muscular contraction, and places 
the fractured bone ends in the best position. 

In a large number of the cases bony union is pre- 
vented by the interposition of joint capsule. Because 
of the importance of the hipas a weight-bearing joint, 
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an open operation through an incision giving direct 
access to the neck of the femur is justified whenever 
the patient’s physical condition makes this possible. 

After the large adductor muscles have been pushed 
aside the site of fracture is inspected and any muscle 
or portion of the capsule which may have become 
interposed is removed. The fractured ends having 
been approximated, a long screw or nail may be 
driven into the head through the greater trochanter 
and the neck in such a way as completely to fix the 
fragments. Some surgeons use the bone transplant 
driven through an opening made through the neck 
into the head, but in Kreuscher’s opinion this is 
superfluous and hazardous unless one is reasonably 
sure that regeneration would not take place by 
natural processes. Because of the decrease in the 
blood supply and because of conditions favoring 
absorption of the neck, it is necessary to immobilize 
in the abducted position considerably longer than 
in other fractures about the joints. 

Traumatic arthritis may involve joints distant 
from the site of fracture. As a means of relieving 
such conditions Kreuscher suggests early traction. 

Joun Duntop, M.D. 


Nutter, J. A.: On Delayed and Non-Union of 
Fractures. J.Bone & Joint Surg., 1922, iv, 104. 


Speaking broadly, a time limit of six to twelve 
months may be placed on delayed union. After 
this, if the fracture has not united, the case may be 
considered as a case of non-union. Statistics of 
various authors indicate that the incidence of non- 
union is 2 or 3 per cent. Certain bones seem to have 
a predisposition to delayed and non-union; e.g., 
the humerus between the middle and upper thirds, 
the femur in the middle third and the neck, and the 
tibia and fibula in their lower thirds. 

A substantial proportion of cases of delayed 
union and non-union seen at Buxton Hospital were 
found to be syphilitic and responded to anti-luetic 
treatment. In some of these cases this disease acted 
locally, producing gummatous deposits, but general 
experience indicates that its influence on fractures 
is systemic. Numerous febrile diseases, cachexia, 
nephritis, tabes, and diseases of the ductless glands 
have been regarded as causes of non-union but their 
importance is theoretical rather than practical. 
Local causes, although less numerous, are of more 
importance than general causes. Extensive loss of 
substance due to over-zealous débridement has been 
encountered as a factor preventing union principally 
in military surgery. It can be obviated by lessening 
the extension and allowing the bone ends to come 
together. Overriding is probably never a cause of 
non-union but may delay consolidation. Interposi- 
tion of soft tissues and incomplete immobilization 
are quite frequent causes. Sepsis, if virulent enough 
to cause bone necrosis and sequestration, may delay 
union, but mild infections tend to stimulate rather 
than hinder callus formation. In some cases the 
only apparent reason for non-union is extreme 
density of the bone, e.g., after osteotomy done with 


a saw for bowlegs. The use of metallic plates and 
screws sometimes results in osteoporosis at the frag- 
ment ends. In this manner a gap is formed which is 
obliterated only by the removal of the plate. 

A diagnosis of delayed union is justified if motion 
is present at the site of fracture after the usual 
time required for the union of bone. Non-union is 
to be diagnosed only after six to twelve months of 
unsuccessful effort to obtain union. 

The treatment of delayed union is ordinarily 
conservative. Non-union requires operation. If 
delayed and non-union are to be prevented, bones 
with recently healed fractures, especially weight- 
bearing bones, must not -be put to work too soon, 
splints must not be removed too early, and the 
surgeon must not be too eager to examine or test 
the fracture. If a case of simple fracture of the 
femur ununited at ten weeks shows good alinement 
and length, proper immobilization, and an adequate 
blood supply, it should be let alone. As a rule solid 
union will result. If union is still delayed after 
three months, conservative treatment should be 
begun. The percussion and damming treatment with 
Bier’s hyperemia originated by Thomas is an old 
and reliable method. Baking, massage, and baths 
in running aerated hot water cause an active 
hyperemia and encourage callus formation. The 
injection of iodine, alcohol, and other irritants may 
promote the growth of fibrous tissue but is of no 
value in producing bony union. Drilling down into 
the bone ends through a skin puncture is a logical 
procedure in that it liberates a greater number of 
osteoblasts, thus stimulating new bone formation. 
The physiological stimulus of function hastens 
union, especially in the lower limbs. 

For non-union in aseptic cases with loss of sub- 
stance bone grafting is the method of choice to 
bridge the gap. If there is no gap the operation 
should be as simple as possible. After preliminary 
direct skeletal traction for overriding, the bone ends 
should be exposed, the fracture surfaces freshened, 
and sclerosed bone drilled. Absorbable material 
should be used for fixation. In ununited fractures 
of the femoral neck, which occur in about 80 per 
cent of cases, a bone peg is to be preferred to a metal” 
spike. The peg should be left rough in order that 
the maximum number of osteoblasts may be pre- 
served, and its periosteum should be removed so 
that there will be no barrier between the graft and 
the host bone. Bone grafting seems to be more 
successful in the larger bones than in the smaller 
ones such as the radius and ulna, probably because 
of the proportion of the trauma to the size of the 
bone. The method of choice for tapered bone ends 
consists in splitting them and engaging the graft 
between the split ends. 

Sepsis is not, as formerly supposed, a cause of 
non-union. War experience showed that abundant 
callus forms in the presence of pus and that if the 
fragments are in apposition union takes place 
readily. Pus is a contra-indication, however, to 
internal fixation of any kind. To avoid encounter- 


= 


A 
ws 
: 


GENERAL SURGERY—SURGERY OF THE EXTREMITIES 


ing latent infection in old ununited fractures, six to 
twelve months should be allowed to elapse after 
healing before a fixation operation is undertaken. 
Even then it is best to do the work in two stages. 
In the first stage the bone fragments should be 
exposed and the bed prepared for the graft. After 
ten days, if no infection has resulted, the graft may 
be inserted and the wound closed. 

A comprehensive bibliography supplements this 
article. Witta A. Crark, M.D. 


Wilmoth, P.: Congenital Dislocation of the 
Shoulder — Congenital Malformation of the 
Shoulder (La luxation congénitale de l’épaule — 
malformation congénitale de l’épaule). Rev. d’or- 
thop., 1921, 3S. Viii, 617. 

The scapulohumeral articulation may be con- 
genitally malformed. In such cases dislocation of 
the humeral head may occur in a perfectly normal 
labor without trauma. 

A similar clinical picture is presented by obstetri- 
cal paralysis due to trauma. In this group of cases 
the brachial plexus may be involved in its entirety 
or in only its upper or lower portion. Each lesion 
gives rise to its typical clinical picture. 

Only two methods of treating a congenitally dis- 
located shoulder are rational. If function is not 
completely lost and internal rotation of the humerus 
is not exaggerated, good results may be obtained 
from massage, electrical treatment, and mobiliza- 
tion. In other cases osteotomy is indicated. 

Loyat E. Davis, M.D. 


Schaefer, H.: The Effect of Rotation Movements 
upon the Total Function of the Elbow Joint 
and Its Importance in the Treatment of 
Fractures (Ueber den Einfluss der Rotations- 
bewegungen auf die Gesamtfunktion des FEllen- 
bogengelenks und ihre Bedeutung fuer die Frak- 
turbehandlung). Arch. f. orthop. u. Unfallchir., 
IQ2I, XX, 22. 

The author discusses the action of the individual 
muscles of the forearm upon motion at the elbow 
joint. The change in function of the individual 
muscles resulting from different positions of the 
joint corresponds to a disturbance of the innervation 
of both main groups of extensors and supinators, 
viz., the radial nerve and the flexors and pronators, 
the musculo-cutaneous, median, and ulnar nerves. 

The mechanism of the joint shows also the 
interdependence of the partial joints since rotation 
movements are accompanied by movements of 
flexion and extension, and flexion and extension 
movements are accompanied by movements of 
rotation. Rotation movements can _ therefore 
maintain the capsule and the flexor and extensor 
muscles in function to a certain degree even when 
the elbow joint is fixed. For this reason rotation 
movements should be made from the very beginning 
in cases of fracture of the elbow, dressings should 
be carried up only to the middle of the arm, and 
the flexed position should be changed every six days. 

HELLER (Z). 
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Bizarro, A. H.: A Comparative Analysis of 213 
Forearm and Leg Fractures. Ann. Surg., 1922, 
Ixxv, 221. 

In reviewing 105 forearm fractures the author 
found that the most common causes were the back- 
firing of motors and falls and that approximately 75 
per cent of such fractures occurred between the ages 
of 10 and 30 years. 

The radius alone was broken in seventy-four 
cases, the radius and ulna in sixteen, and the ulna 
alone in fifteen cases. 

Of the single radial fractures, fifty-six of the 
seventy-four were fractures of the lower half of the 
bone. The lower half of the lower third of the radius 
is the point least resistant to trauma. The trans- 
verse fractures are most common, oblique fractures 
next most common, and longitudinal cracks least 
common. The majority of the fractures are com- 
plete. The incomplete or green-stick fractures are 
more common at the upper half of the lower third. 

Of the fifteen single ulnar fractures, six were in 
the olecranon, two in the coronoid, two in the upper 
third below the coronoid, two in the middle third, 
and three in the lower third. The olecranon is 
therefore the most common point of fracture. In 
three cases the olecranon fracture was incomplete. 
The tip of the ulnar styloid was broken in 13 per 
cent of the single fractures of the ulna, and the radial 
styloid in 5 per cent of the single fractures of the 
radius. 

Of the sixteen fractures of the radius and ulna, 60 
per cent occurred in the lower third of the bones. 

The lower end of the radius is the most com- 
mon site of “chauffeur’s fracture,” the lower 
epiphyseo-diaphyseal line being the most common 
level. It is difficult to explain why in some of these 
cases only one bone was broken while in others both 
were fractured. The factor responsible appears to 
have been the position and amount of wrist abduc- 
tion at the time of the back-firing. 

There were four cases of epiphyseal separation 
due to back-firing, and two due to falls on the hand. 
The swelling was diffuse and there was an ecchymo- 
sis at the front or the back of the wrist. 

There were four cases of reversed Colles or Goy- 
rand fracture, two of which were due to back-firing, 
and two due to falls on the hand with the wrist 
flexed. 

In the cases reviewed there were only three classic 
Colles fractures. One of these required forcible 
wrenching to reduce the impacted fragments. 

Fractures of the bones of the leg occurred in 118 
cases. Twenty-five were due to slipping or to 
twisting or spraining of the ankle, twenty-one to 
falls, and the remainder to various injuries received 
during sports, etc. Most of these fractures occurred 
during the second and third decades of life. 

Of forty-two single fractures of the fibula, thirty- 
four (80 per cent) were in the lower two-thirds of 
the lower third, three were in the upper third of the 
lower third, four were in the middle third, and one 
was in the upper third. The direction of the frac- 
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ture was usually oblique, although at the distal 
end of the bone the transverse fracture is more 
common. 

Thirty-eight per cent of the fractures of the fibula 
and malleolus were of the incomplete variety. 

Of the twenty-one cases of fracture of the tibia 
alone seven were in the lower third of the lower 
third (malleolar), eight in the upper third of the 
lower third, two in the middle third, and four in the 
upper third (two of the tubercle and two of the outer 
tuberosity). 

There were fifty-two cases of fracture involving 
both the tibia and fibula. The lower tibial third 
was fractured in 88 per cent of these cases. The 
upper half of the lower third of the tibia appears to 
be the most fragile part of the bone. Almost one- 
half of the fractures at this level were of the spiral 
type. 

Summarizing the series of tibial and fibular frac- 
tures, it is seen that fracture of both bones was more 
common than fracture of either of them alone. The 
malleolar fracture was the most common, especially 
in the fibula. Fracture of the upper half of the 
lower tibial third was practically always accom- 
panied by fracture of the fibula. 

Classic Pott’s and Dupuytren’s fractures were 
comparatively rare in this series. 

Daniev H. LevintHat, M.D. 


Kraus, A.: A New Case of Congenital Luxation of 
the Head of the Radius (Un nuovo caso di lussa- 
zione congenita del capitello del radio). Policlin., 
Rome, 1922, xxix, sez. prat., 8. 

Kraus reports a case of congenital forward luxa- 
tion of the head of the left radius of a girl 10 years 
of age. The diagnosis was made after examination 
of successive roentgenograms. 

Such an anomaly is not rare as 118 cases have 
been reported in the literature and in somewhat 
more than half of these the condition was bilateral. 
Sixty-five cases showed a backward luxation; thirty- 
seven, a forward luxation; eleven, an outward luxa- 
tion; and five, a downward luxation. Seventy-five 
per cent of the subjects were males. 

In the author’s case examination of the roentgeno- 
grams shows alteration in the radio-ulnar inter- 
osseous membrane, increased laxity, structural de- 
formities in the radio-ulnar and humeroradial liga- 
ments, and over-development of the radial tubercle 
which is raised so as to form a triangle with an apex 
of about 145 degrees. This over-development of the 
tubercle has not been reported previously. The 
radius is somewhat longer than normal. 

W. A. BRENNAN, 


Cohen, I.. Dislocation of the Pisiform. Ann. Surg., 
1922, lxxv, 238. 

The author reports the case of a boy, 11 years old, 
who fell and struck his left hand, suffering a back- 
ward displacement of the lower epiphysis of the 
radius and a forward and slightly upward displace- 
ment of the pisiform bone. 
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On examination, the pisiform bone could be pal- 
pated at a higher level than normal and was dis- 
tinctly moveable. Without anesthesia an attempt 
was made to reduce the epiphysis. A small gauze 
pad was then strapped over the pisiform bone with 
adhesive pulling distally, and the wrist was put up 
in flexion. A second X-ray examination showed that 
the epiphysis was only partially reduced but the 
pisiform was in place. Ten days later passive mo- 
tion was begun. At this time the pisiform was less 
moveable than at the previous examination, hut 
more moveable than normal. By the fifteenth day 
function was rapidly returning. 

There have been only nine cases of pisiform dis 
location reported in the literature up to the present 
time. Six of these antedated the X-ray. 

The cause of dislocation of the pisiform may be 
cither a direct blow or muscular violence. 

Dantet H. Levintuar, M.D. 


Froelich: The End-Results of the Treatment of 
Congenital Dislocation of the Hip by Non- 
Operative Reduction (Les résultats éloignés dans 
le traitement des luxations congénitales de la 
hanche par la réduction non sanglante). Rev. d’or- 
thop., 1921, 3S. Vili, 451. 

Froelich reports a series of ninety-eight cases of 
congenital dislocation of the hip ten years after non 
operative reduction. In 75 per cent of these cases 
reduction was perfectly maintained. Roentgeno- 
grams were used to check these findings. Until 
puberty the X-ray may show changes in the femoral 
head and neck suggesting a true coxa vara. At the 
time of puberty transitory pain or slight con- 
tractures may occur in the affected hip. At this 
time also a painful arthritis may develop with 
superficial destruction of the femoral head. The 
latter condition is probably due to tuberculosis. 

Of seventeen other cases operated upon ten or 
more years previously one-third showed a perfect 
anatomical and functional result. In some cases 
with a perfect functional result, however, there 
were changes in the head or the neck of the femur 
such as thickening, depression, and coxa vara. 

The author favors a simple method of treatment. 
After reduction he maintains the limb in a position 
of abduction and flexion for four months by means 
of a plaster cast. This same position is then kept 
for one month without the aid of a cast. Finally, 
after a roentgenographic examination, walking is 
begun at the sixth month and the patient’s activity 
is gradually increased. Loyat E. Davis, M.D. 


Gazzotti, L. G.: The Hahn-Codivilla Bone Graft 
(Contributo allo studio del trapianto osseo alla 
Hahn-Codivilla). Policlin., Rome, 1921, xxviii, sez. 
chir., 548. 

In 1883 Hahn implanted a pedunculated graft of 
the fibula into the tibia, inserting one end into the 
medullary part of the upper tibial stump and leaving 
the lower end free. Later modifications concerned 
chiefly the fixation of the lower part of the graft to 
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the lower tibial stump. Codivilla performed the 
entire operation in one stage. 

In a case of pseudarthrosis of the left tibia due to 
a gunshot injury the author cut a section of the 
fibula 16 cm. long, inserted its upper part into the 
medulla of the proximal stump of the tibia, and fixed 
its distal end to the lower stump by means of a 
metal strip. 

Seventy days later the X-ray showed that the 
graft was vital in its entire extent, but at the upper 
part there was a slight sequestrum and at the lower 
end where it was fixed by a metal band osteogenesis 
was not evident. At the end of one hundred and 
fifty days it was found that the graft had been 
broken in the center, but the fragments were well 
approximated. At the end of two hundred days a 
callus of considerable thickness surrounded the 
area of fracture but absorption at the site of the 
metal band was very marked. 

At the end of two hundred and seventy days the 
fracture was well consolidated by a strong callus 
and at this point the graft had grown considerably 
in volume. An operation was then done to remove 
the metallic strip which appeared to hinder union, 
and the patient left the hospital. A year after the 
original operation the X-ray showed that the fibular 
graft had increased in diameter, but deep atrophy 
had caused a second fracture at the former site of 
the metallic band. Following union of this fracture 
the patient was again discharged from the hospital. 

Three and one-half years after the original opera- 
tion the tibia was practically normal and it was 
no longer possible to determine the line of demarca- 
tion between the two tibial stumps or any trace of 
the two fractures. 


Bone Graft 
Arch. 


Moreau, J.: The ‘‘Swallow-Tail’’ 
(La greffe osseuse “en queue d’aronde’’). 
franco-belges de chir., 1921, xxv, 256. 

In the method described by Moreau the graft is 
cut in the shape of a trapezoid, its two ends being 
bevelled off. The ends of the bone to receive the 
graft are then prepared in a reverse way so that the 
graft fits exactly. This method of fitting a trape- 
zoidal piece in a mortise is known in carpentry as 
the “swallow-tail” or “‘dove-tail”’ method. The graft 
and bone ends are tied with a loop of chromic 
catgut. 

Severa! clinical cases are described with roentgen- 
ograms. From these and from theoretical considera- 
tions the author draws the following conclusions: 

1. Swallow-tail bone grafts are to be recommended 
because they penetrate and are encased by healthy 
bone tissue, and they are in contact with a large 
surface of the bone to which they are grafted. 

2. The method of fixing such grafts in position 
prevents any interruption of contact with the 


fragments, renders the use of metallic fixation 


unnecessary, holds the fragments in their proper 
position, and prevents deformity when union takes 
place. The diaphyses are restored to their primary 
position. 
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Above, the trapezoid mortise. 
graft. 


Below, the bevelled 


3. This method of bone grafting is indicated 
particularly in cases of pseudarthroses and loss of 
substance in the bones of the forearm. 

W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Klapp, B.: The Present Status of Surgery of the 
Joints (Ueberblick uecber den  gegenwaertigen 
Stand der Gelenkchirurgic). Berl. klin. Wehnschr., 
1922, lviii, 1317. 

Klapp discusses in detail the antiseptics which 
have been used with good results during and since 
the war. He agrees with Bier that tuberculosis of 
the joints should be treated not only by surgery but 
also by heliotherapy or the induction of hyperwmia 
and injections of sodium iodide. It is now seldom 
necessary to amputate for tuberculosis of the joints. 

Operative mobilization of stiff joints and plastic 
surgery of the joints are touched upon, including 
methods developed within the last few years by 
which excellent results have been achieved accord- 
ing to the reports of Wolff, Helfferich, Payr, Lexer, 
and others. The statement is made that arthritis 
deformans is a condition very well suited for 
operative mobilization. 

In conclusion the author discusses fracture of the 
neck of the femur and its surgical treatment. In 
certain cases, when the disability is severe, it is 
necessary to extirpate the head in order to place 
the shaft in the acetabulum so that walking will be 
possible. CRrEITE (Z), 


Pascalis, G.: The Operative Treatment of Cases 
of Immobilization of the Elbow Due to Muscu- 
lar Retraction (Traitement sanglant de quelques 
cas Vimmobilisation du coude par rétraction mus 
culaire). Rev. de chir., Par., 1921, lix, 624. 

The author describes an operative method con- 
sisting in clongation of the biceps to relieve im- 
mobilization of the elbow caused by muscular con- 
traction due to a suppurated wound. It is generally 
taught that the biceps has a tendon inserted in the 
tuberosity of the radius and an aponeurotic expan- 
sion detached from the internal border of this tendon 
which becomes fused with the antebrachial aponeu- 
rosis. On close observation, however, conditions 
appear somewhat different. The aponeurotic ex- 
pansion is not detached from the internal edge of 
the principal tendon but is a true accessory tendon 
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to which the superficial fibers of the muscular body 
are attached. This accessory tendon, immediately 
subjacent to the principal tendon, spreads out fan- 
wise and is attached to the superior crest of the 
ulna. It is well fused with the antebrachial aponeu- 
rosis but keeps its anatomical individuality. Evi- 
dently it is to this tendon that the muscle owes its 
power of supination. 

The author’s operation consists in sectioning the 
two tendons and suturing them end-to-end, thus 
obtaining correction of the faulty attitude of the 
arm. The tendons are isolated, the accessory tendon 
is sectioned at its lowest part, the principal tendon 
is sectioned at the point where it is united to the 
muscle, and the accessory tendon is slightly twisted 
on its axis and sutured at its distal extremity to 
the proximal extremity of the principal tendon. If 
necessary, an elongation of 5 or 6 cm. may be ob- 
tained. W. A. BRENNAN. 


Pieri, G.: Osteoplastic Amputation ot the Femur 
by Dalla Vedova’s Method and Its Complete 
Cinematization (L’amputazione osteoplastica del 
femore secondo Dalla Vedova e la sua cinematizza- 
zione completa). Chir. d. organi di movimento, 1921, 
V, 535: 

In Pieri’s opinion the stump formed by the tech- 
nique devised by Dalla Vedova in 1913 best fulfills 
the three conditions regarded by Codavilla as essen- 
tial in an amputation stump of the lower limb and 
gives the best conditions for cinematization. Coda- 
villa’s conditions are: (1) firm adaptation to the pros- 
thetic apparatus; (2) transmission of the weight of 
the body to the apparatus; (3) ability of the stump 
to perform in the apparatus the necessary move- 
ments. 

The Dalla Vedova stump may be considered a 
partially cinematic stump because plastic motors 
are formed in the flexor-extensor loop and there is a 
free smooth cap or lid on the end of the femur which 
closes the surface of the bone section. The branches 
of the muscle loop have antagonistic movements, 
and if the surgeon succeeds in creating supporting 
points on the branches of this loop to transmit move- 
ment to prosthetic apparatus he will transform the 
operation into a true cinematic amputation. 

The technique followed by Pieri in carrying out 
his method of stump formation comprises a curvilin- 
ear incision made on the anterior surface of the 
knee, beginning on the posterior margin of the con- 
dyle and descending to the anterior tuberosity of 
the tibia. The end of this incision is united on the 
posterior surface of the knee to a second incision 
having its convexity downward so that a reversed 
V with curved sides is formed. The anterior flap is 
made by dissecting the skin and subcutaneous tissue 
to the insertion of the patellar tendon which is cut 
at this point, and the aponeurosis and ligaments 
are cut along a line parallel to the cutaneous inci- 
sion. The front flap is lifted up and the articulation 
of the knee is opened. In the disarticulation of the 
knee the crossed ligaments and the meniscus are left 


attached to the tibial epiphysis. In the inferior 
epiphysis of the femur a saw cut is made on a frontal 
plane slightly oblique from below upward and from 
behind forward and an almost right-angled block of 
bone is removed, a thin cap of bone corresponding 
to the femoral trochlea and held only by a perios- 
teal hinge being left. This bone shell is then drawn 
up and sutured to the femur. 

The aponeurosis is cut along the posterior cutane- 
ous incision and the tendons are sectioned 2 or 3 
cm. under the line of the cutaneous incision. Fol- 
lowing their exposure, the vessels are cut between 
ligatures and the nerves are cut as high as possible. 
The remaining soft parts uniting the leg and thigh 
are then severed. 

The flexor tendons are sutured to the patellar ten- 
don, the flexors being shortened and sutured under 
tension. The skin is sutured after the insertion of 
drains. 

This osteoplastic operation was performed by 
Pieri on two soldiers who had had an amputation 
some distance below the knee. In a third case it 
was done for gangrene of the leg following an injury. 
In two other cases of amputation it was modified by 
the formation of a cutaneous tunnel and plastic 
muscle motors for cinematization. The end-results 
were satisfactory. The soft parts covering the bone 
stump were quite elastic. The cutaneous tunnels 
through which the prosthetic apparatus was at- 
tached in the cinematic procedure were formed in 
much the same way as in other cinematic stump 
operations. W. A. BRENNAN. 


Tavernier, L.: Operative Treatment of Ankylosis 
of the Knee Joint (Traitement opératoire des anky- 
loses du genou). Rev. d’orthop., 1921, 3 s. viii, 577. 


Operative interference in ankylosis of the knee 
attempts to obtain ankylosis in a better position 
or to re-establish movement in the joint. 

Limitation of extension due to popliteal cicatrices 
or retraction of the flexor tendons is not true anky- 
losis. 

When correction of position alone is desired and 
when the ankylosis is slight, osteotomy or osteoclasis 
are both of value, but when the flexion deformity 
exceeds 135 degrees the advantages of osteotomy 
are apparent. In flexion deformities of 90 degrees, 
trochlear resections, progressive reduction, and 
popliteal tenotomy constitute the best treatment. 

To re-establish mobility in an ankylosed knee 
there are two procedures: arthroplasty and articular 
grafting. The principles of arthroplasty involve the 
breaking up of the ankylosis, the placing of the 
articular surfaces in a position as nearly normal as 
possible, and the interposition of tissue to maintain 
the mobility in the articulation. Pedicled flaps of 
muscle, aponeurosis, and subcutaneous fat, fascia 
lata, and amrfiotic membrane have all been inter- 
posed with varying success. Schepelmann believes 
that the separation of the articular surfaces by trac 
tion and early mobilization are of far greater valuc 
than the interposition of a flap. 
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Although complete hemostasis is obtained ulti- 
mately if an Esmarch bandage is not used during the 
operation, the operative field is less clear. All of the 
numerous incisions recommended have the disad- 
vantage that it is impossible to lengthen the quad- 
riceps tendon, particularly in old ankyloses. Putti, 
however, has recommended an incision anterior to 
and below the patella and continued laterally by 
two incisions encircling the bone. 

The author believes the resection of peri-articular 
fibrous tissue is a very important step in the opera- 
tion. It is generally agreed that after the operation 
traction is indicated to separate the bony surfaces 
and prevent dangerous compression upon the inter- 
posed tissue. The time at which movement is begun 
and the amount of energy used in the movement are 
factors of great practical importance. 

The author agrees with Murphy that the unsuc- 
cessful results of arthroplasty are due to the opera- 
tive technique or poor postoperative treatment. 
The results of articular grafting are not brilliant 
and the indications for this treatment extremely 
limited. 

The unfavorable conditions for arthroplasty are, 
in the order of their importance, bony ankylosis, in- 
volvement of the patella in the ankylosis, muscular 
atrophy, a tuberculous origin of the ankylosis, and 


absence of the patella. The latter three conditions 
may be considered relative contra-indications. 
Loyat E. Davis, M.D. 


Wotschack: The Cause of Spontaneous Rupture 
of the Quadriceps Muscle: Mobile Body of the 
Patella During Growth (Beitrag zur Entstehung 
der spontanen Quadricepsruptur: Corpus mobile der 
Patella in der Entwicklung). Arch. f. klin. Chir., 
1921, Cxviii, 726. 

Only seven cases of direct rupture of the quad- 
riceps muscle are reported in the literature. The 
mechanism of the rupture is the same as that of 
tears of other muscles and tendons. Indirect causes 
include a fall on the patella, muscular contraction 
made in falling, and disease of the muscle. Fairly 
large bony and cartilaginous bodies indicating a 
dissecting process in the bone have been found rela- 
tively frequently in the torn-off quadriceps tendon. 

Wotschack reports a case in which the disease 
process is seen in an early stage, that is, the bony 
piece is not yet entirely separated and consequently 
is not torn out with the tendon. A lateral view in the 
roentgen picture shows the piece, 1 cm. wideand 1 cm. 
high, separated above by a fissure from the rest of 
the bony tissue but below joined directly to the bone. 
From this finding the danger of rupture of the quad- 
riceps muscle appears imminent. PLENz (Z). 


SURGERY OF THE SPINAL COLUMN AND CORD 


Sauerbruch, F.: The Surgical Treatment of 
Severe Scolioses (Ueberlegungen zur operativen 
Behandlungen schwerer Skoliosen). Arch. d. klin. 
Chir., 1921, Cxviii, 550. 

In fibroid phthisis there is always a deflection of 
the spinal column toward the normal side. Following 
paravertebral resection of the ribs, the spinal column 
bends slowly back, its vertex coming back close to 
the median line. In many cases an over-correction 
is reached. Drawing together of the ribs and 
relaxation of their tension determine the shape of 
the spinal column. 

Sauerbruch and Lange together operated on a 
patient with a high-grade fixed scoliosis. All the 
ribs on the concave side were to be resected near the 
vertebra. In order not to place too great a strain 
upon the patient, only the three lower ribs were 
resected in the first stage of the operation. These 
are the most difficult to resect because from the 
ninth rib downward the vertebral segments dis- 
appear under the dorsal musculature. After the 
wound was completely healed gymnastics were 
begun. The condition improved during the first 
few days but later remained stationary. 

Three months later, at a second operation, the 
first seven ribs were resected (4 to 5 cm. from each, 
as at the first operation). No improvement could 
be determined as a direct result of the second 
operation, either in the habitual posture or in 
mobility. After healing of the wound gymnastic 
treatment was again given. Gradually the body 


was drawn over more from the right convex side to 
the left concave side and the patient became able, 
with an effort, to assume an erect position. 

To reproduce the enormous effect of the approx- 
imation of the ribs on the concave side, Sauerbruch’s 
assistant, Frey, proposed a sort of gathering up of 
the ribs on the convex side. In animal experiments 
it was found that this operation had very good 
results, particularly when the ribs on the concave 
side had been resected previously. Sauerbruch used 
this method in the case of an 18-year-old girl. He 
first resected all the ribs on the concave side and 
then drew the third to the seventh ribs on the 
convex side very tightly together by means of 
copper wire. The result was so surprising that at 
the time the dressings were first changed the spine 
might have been called straight. Unfortunately, 
however, the wires cut through the ribs and one was 
expelled as a foreign body. 

Acting on a second proposal cf Frey, Sauerbruch 
operated on a 17-year-old boy with severe, rachitic, 
fixed, right-sided dorsal scoliosis. The operation 
was performed in two stages. In the first stage a 
section 3 cm. long was resected from the second 
to the ninth ribs on the concave side, and in the 
second stage a similar resection was done on the 
second to the eighth ribs on the convex side. The 
effect on the heart and lung action was remarkably 
slight. A plaster of Paris dressing was applied in 
extension with slight pressure on the scoliotic 
convexity of the chest. Eight days after the removal 
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of the plaster of Paris the scoliotic convexity of the 
chest had neatly disappeared and the scoliotic 
curvature of the spine had become considerably 
flatter. Port (Z). 


Costantiniand Duboucher: A Case of Anterolateral 
Luxation of the Vertebral Column Reduced by 
Open Operation (A propos d’un cas de luxation 
antéio latérale de la colonne vertébrale reduite par 

la methede sanglante). Rev. d’orlhop., 1922, xxix, 

The authors’ case was that of a man aged 45 years 
who was run over by an automobile. The X-ray 
showed: (1) right anterolateral luxation of the 
second dorsal vertebra on the third; (2) overriding 
of the lower articular processes of the second lumbar 
vertebra on the pedicle of the third; (3) downward 
displacement of the right part of the body of the 
third lumbar vertebra which was more marked in 
its anterior portion; (4) fracture of the transverse 
processes of the second and third lumbar vertebre 
on the left side, opposite the lateral luxation of the 
body of the second lumbar vertebra. 

The authors attempted to determine the mechan- 
ism of these injuries by studies on cadavers and 
skeletons but they were unable to arrive at any 
entirely satisfactory conclusion. They are inclined 
to the belief, however, that torsion combined with 
lateral flexion was an important factor. 

The luxation was easily reduced by operation 
after suspension and traction had failed. 

W. A. BRENNAN. 


Kleinberg: Fractures of the Spine. J. Bone & Joint 
Surg., 1922, iv, 80. 

In a great many cases of fracture of the spine 
with a definite history, the presence of deformity, 
and localized pain, the diagnosis is quite easy. In 
fresh cases, however, the early recognition of the 
true condition is often difficult, especially in indus- 
trial injuries. 

Following direct or indirect violence causing 
vertebral fracture there is localized and persistent 
pain which varies in degree. This may be so mild 
that the patient overlooks it or so severe that 
morphine is necessary for its relief. There may also 
be weakness out of proportion to the other findings. 
Both pain and weakness are increased with motion. 
The pain may be referred also to the nerve dis- 
tribution corresponding to the level of the lesion: 
for example, to the lower abdomen when the lesion 
is in the lower dorsal spine and to the lower limbs 
when the lesion is in the lumbar region. Paralysis 
of the legs and loss of sphincter control and sensa- 
tion, indicating cord injury, are suggestive of spinal 
fracture and occur in about two-thirds of all cases. 

Objectively there is tenderness, mild or marked, 
which is always definitely localized. Limitation of 
moticn in all directions is found and helps to 
differentiate between fracture and sprain, the 
limitation in the latter case being in only one or 
two directions. Change in contour such as kyphosis 


or lordosis is an important sign but not always 
present. Roentgenograms taken in two planes 
furnish the most convincing evidence of fracture. 
Lateral views are best since in these the vertebral 
bodies are not obscured by the spinous and trans- 
verse processes, the lamin, and pedicles. While 
the patient is lying on his side the intestines should 
be pushed toward the front of the abdominal wall 
(into the flank). 

The prognosis as to life may be said to be good if 
intercurrent affections are not considered. Death 
may result indirectly from gradual exhaustion due 
to paralysis and trophic lesions. The repair of the 
fracture itself is slow, the callus formation being 
much less around a fractured vertebra than that 
appearing in fractures of other bones. The period of 
disability is at least two years and the patient is 
never able to do lifting or other heavy work. 

The treatment must include early and efficient 
support of the back. When the patient is able to 
walk, such support is obtained by means of a brace 
or cast or by internal bone splinting. Bone splinting 
shortens the period of disability and for this reason 
should be done early if at all. Its one disadvantage 
seems to be the amount of ultimate stiffening it 
produces. The usual fracture of one vertebra pro- 
duces stiffening of only one or two joints, while a 
bone graft for internal splinting must extend over 
at least six vertebre. This disadvantage is minimal 
in the dorsal region where normally very little 
flexion is required. When the radical operative 
method of treatment is used the period of disability 
may be only from six to nine months. 

The author states that in cases with symptoms of 
cord injury it is difficult to advise laminectomy 
without waiting a few days to observe the effects 
of rest and efficient support. From the symptoms 
alone it is impossible to tell the pathology of the 
lesion. The roentgenogram is not an index of the 
degree of the cord injury since in some cases with 
severe crushing fractures and displacement of frag- 
ments there are no cord symptoms. If laminectomy 
is definitely indicated a delay of several days may 
allow further damage to the cord. On the other 
hand, expectancy may be rewarded by the sponta- 
neous disappearance of the paralysis if the spine is 
given proper support. Many surgeons believe that 
the only safe procedure is laminectomy performed as 
early as the patient’s general condition will allow it. 
The relief which follows the operation may not be 
the result of the decompression but due to sponta- 
neous recovery, especially if it comes late. The very 
high mortality rate of this operation must be kept 
in mind. 

Eight cases are reported which were seen by the 
author from one to many months after the injury. 
They were all ambulatory cases without cord symp- 
toms except a spastic gait in one and reflex gastric 
symptoms in another. Most of them were relieved 
of the pain and disability by the application of a 
plaster jacket. One patient with fracture of the 
fitth lumbar vertebra was not relieved after six 
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weeks of such support but was practically well 
cight weeks after the insertion of a bone graft. 
A, Crark, M.D. 


Hartshorn, W. E.: Fracture and Dislocation of the 
Cervical Vertebrz without Paralysis; Report 
of aCase. Boston M.&S.J., 1922, clxxxvi, 141. 


In reporting a case of fracture and dislocation of 
cervical vertebra without paralysis the author classi- 
fies some of the more common injuries and describes 
their symptoms. Broadly speaking, they are of 
two main types, those with and those without 
paralysis. 

Injuries to the spinal cord may be classed as fol- 
lows: 

1. Concussion. This may be associated with a 
temporary paralysis. 

2. Trauma with intraneural or spinal hemor- 
rhages. The paralysis may persist for a considerable 
period in certain groups of muscles, and then gradu- 
ally disappear. 

3. Injuries to the cord from fragments of the bony 
framework, with resulting pressure symptoms or 
laceration of the cord with destruction of tissue. 

4. Pressure on the cord due to dislocation of the 
vetebre without fracture. 

5. Fracture and dislocation of the vertebra with- 
out injury to the cord. 

6. Compression fractures of the bodies of the 
vertebra. Joun Duntop, M.D. 


Albanese, A.: Clinical and Anatomical Research 
on Bertolotti’s Syndrome (Per la conoscenza 
della sindrome del Bertolotti. Ricerche cliniche 
ed anatomiche). Chir. d. organi di movimento, 1921, 

Bertolotti’s syndrome is the characteristic clinical 
syndrome due to sacralization of the fifth lumbar 
vertebra. In 1917 Bertolotti called attention to the 
congenital anomalies of the vertebral column, 
especially those of the sacrolumbar region, and to 
the nervous and vascular syndrome caused by them. 
He demonstrated by means of the X-ray that many 
obscure clinical conditions incorrectly considered 
to be sciatica or lumbago were due to an abnormal 
development of the lateral processes of the fifth 
lumbar vertebra and to the abnormal relations of 
this vertebra to the sacral and iliac bones. Albanese 
describes a series of cases of such anomalies, in 
some of which the syndrome appeared after the 
twentieth year of age and in others of which the 
lumbar sacralization was not the only deformity 
present. 

Unilateral sacralization is not always accom- 
panied by scoliosis or by unilateral symptoms. 
Hypertricosis is not a constant finding. In only one 
case could pregnancy be regarded as the cause of 
the symptoms. 
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The author suggests that the anomaly may be a 
phenomenon of atavistic reversion. 
W. A. BRENNAN. 


Sicard, J. A., and Forestier, J.: Chronic Lumbar 
Rachialgia — Chronic Rheumatismal Lum- 
bago; Laminectomy (Rachialgie lombaire chron- 
ique—lumbago chronique rhumatismal: laminéc- 
tomie). Presse méd., Par., 1922, xxx, 45. 

In the type of chronic rheumatismal lumbago dis- 
cussed the essential characteristic is the absence of 
any indication of a bone lesion in the roentgeno- 
gram. The condition is a rachialgia, lumbago, or 
spondylalgia rather than a lumbar arthritis or 
spondylitis. The treatment should therefore be 
surgical rather than medical or physical, viz., a 
lumbar laminectomy, which is curative and not 


dangerous. 
The authors give the positive and negative char- 
acteristics which differentiate chronic lumbar 


rachialgia from other chronic spinal conditions of 
the rheumatismal type. Among the positive char- 
acters are: (1) stifiness localized in the lumbar 
spine; (2) pain which tends to be chronic, is noted 
especially when the patient changes from the sitting 
to the standing position, and radiates about the 
fifth lumbar vertebra and bilaterally toward the 
sciatic region; (3) muscular contraction, a lumbar 
rigidity probably due to some peri-articular liga- 
mentous sclerosis and evidently an antalgic attitude; 
and (4) chronicity. 

Among the important negative characters are 
the absence of: (1) any-vertebral lesion discernible 
by the X-ray, (2) changes in the cerebrospinal fluid, 
(3) psoas pain in extension movements of the thigh, 
and (4) reflex and sensory phenomena. 

The bilateral lumbar laminectomy recommended 
includes the posterior segments of three, four, or 
five vertebra. The solidity of the spinal column is 
never compromised by it. The authors have already 
reported cases in which repeated laminectomies done 
on the same patient in the dorsolumbar region with 
only two or three intervening vertebra did not 
affect the solidity of the column. Laminectomy 
appears to be the treatment of choice in cases of 
lumbago and even in chronic cases of lumbar arthri- 
tis with osteophytes. The operation is beneficial 
and is not followed by either local or general com- 
plications. 

In the course of the laminectomy for these con- 
ditions the epidural space will be seen to be grooved, 
i.e., there are projecting segments due to hyper- 
trophy of the adipose tissue alternating with de- 
pressed segments corresponding to the yellow liga- 
ments, a veritable transverse bridge being formed 
from one yellow ligament to the other. 

Four clinical cases treated by lumbar laminectomy 
are reported in detail. W. A. BRENNAN. 
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Gatch, W. D., and Ritchey, J. O.: Neufofibro- 
myxoma Treated by Conservative Operation. 
Ann. Surg., 1922, xxv, 181. 

‘Two cases of neurofibromyxoma treated by con- 
servative operation are reported as follows: 

Case 1. A tumor, 2 cm. in diameter, which 
was painful and increasing in size, was removed 
from the nerve trunks of the brachial plexus. On 
microscopic examination the cell mass was found 
to be essentially fibrous and myxomatous tissue, 
but an occasional area in the frozen sections sug- 
gested sarcoma. No nerve tissue at all was found. 
The clinical course of the case ruled out malig- 
nancy. From the clinical course and pathologic 
examination the tumor was classed as a false neu- 
roma of the class neurofibromyxoma, fibrous tissue 
predominating. 

Case 2. A tumor which increased from the size 
of a hen’s egg to that of a goose egg in two months 
was situated on the brachial plexus. This growth had 
been present for ten to twelve years and caused pain 
and tingling in the arm. Microscopic examination 
following its removal showed it to be a neuro- 
fibromyxoma in which the myxomatous tissue 
predominated. 

Guides to the surgeon as to the malignancy of 
nerve tumors are: 

1. Their duration. 

2. Motor or sensory paralysis. An infiltrating 
tumor produces either or both. 

3. Their gross appearance; (a) cystic or jelly- 
like, (b) encapsulation. 

4. Microscopic study. 

GEORGE E. Sutton, M.D. 


NERVOUS SYSTEM 


Gosset, A., and Charrier, J.: The End-Results of 
Nerve Grafting in the Surgery of Nerve Wounds 
(Résultats éloignés fournis par la greffe nerveuse dans 
la chirurgie des plaies des nerfs). J.dechir., 1922, xix. 1. 

The Great War revived an interest in the use of 
grafts to bridge nerve lesions with a large loss of suly- 
stance, a subject first considered by Albert in 1876. 
Whenever possible, however, direct end-to-end su- 
ture of the ends of a divided nerve is preferable to 
any other method. 

The author reports the end-results of nerve 
grafting operations performed by himself and other 
French surgeons. Autografts, homografts, and 
heterografts were used. The results are classed as 
good if sensory and motor regeneration has occurred; 
as mediocre, if there are only signs of sensory return 
with slight motor or electrical reaction; and as poor 
if there is no evidence of regeneration. 

Of the autograft operations performed by the 
author 35 per cent gave good results; 45 per cent, 
mediocre results; and 20 per cent, poor results. Of 
two heterograft operations both were failures. Of 
thirty-one autograft operations performed by other 
French surgeons 30 per cent gave good results; 40 
per cent, mediocre results; and 30 per cent, poor 
results. Of ten operations in which homografts 
were used, two were successful, three gave mediocre 
results, and five were failures. Of fifty-eight hetero- 
graftings, five were successful, forty gave mediocre 
results, and thirteen were failures. The results ob- 
tained by direct end-to-end suture are therefore 
better than those obtained by nerve grafting. Of 
the artificial methods of bridging nerve defects 
autografting is best. Loyar E. Davis, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Ansaldi, C.: A Lymphatic Cyst Developing in an 
Accessory Adrenal Gland (Ciste linfatica svilup- 
pata in una ghiandola surrenale accessoria). Peoli- 
clin., Rome, 1922, xxix, sec. chir., 65. 

Ansaldi’s patient was a man 44 years of age who 
presented a voluminous tumefaction bounded in- 
ternally by the median line, below by the bi-iliac 
line, above by the costal arch, and externally by the 
prolongation of the mid-axillary line. The tumor 
was smooth, elastic, slightly movable, and not pain- 
ful on palpation. Following colonic insufflation 
and exploratory puncture a diagnosis of retroperi- 
toneal cyst was made. Insufflation showed that 
the colon was in front of the tumor and that the 
latter was situated below the right kidney. 

Laparotomy confirmed the diagnosis. The colon 
was intimately adherent to the cyst. During the 


enucleation of the cyst it ruptured, flooding the 
peritoneal cavity with its contents. The patient 
made an excellent recovery. 

In its retracted condition following its removal the 
cyst measured 12 cm. in length and 11 cm. in breadth. 
Its internal surface was covered w:th nodules and 
placques. Histologically the inner surface showed 
neither epithelial nor endothelial lining, but ap- 
peared to be formed by the fascicular layer of the 
cortex of the adrenal. Staining showed that all the 
elements were infiltrated with fat granules. 

The author discusses retroperitoneal cysts in 
general. The cyst in the case reported he regards 
as a lymphatic cyst developing in an accessor) 
adrenal gland. These cysts were originally de- 
scribed by Niosi who reported a case. They hav 
no special clinical characteristics. They begin and 
evolve slowly and usually attain a considerable size 
before the patient seeks medical advice. Later 
they cause oedema of the lower limbs and may affect 
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the ureters and bladder. They are difficult to diag- 
nose, especially when they are large. In the author’s 
case the general diagnosis of retroperitoneal cyst 
was made because of the cystic consistency of the 
tumor and the fact that the colon lay in front of it. 
The possibility of a renal tumor was excluded be- 
cause there were no urinary symptoms and the 
tumor was fixed. Renal tumors are relatively mo- 
bile. 

The precise nature of the cyst could be estab- 
lished only by histologic examination. 

W. A. BRENNAN. 


Knox, L. C.: The Relationship of Massage to 
Metastasis in Malignant Tumors. Ann. Surg., 
1922, Ixxv, 129. 

It has been generally assumed, without direct 
experimental proof, that a number of factors favor- 
ing the production of metastasis in malignant 
tumors in man are purely physical. These include 
the size and connective-tissue relations of the 
tumor cells, the pulsating or contractile movements 
of the organs in which they are implanted, the 
number of the blood vessels and the thickness of 
the blood-vesse] walls upon which susceptibility 
to trauma by pressure or massage depends. On 
the other hand, accurate clinical study and experi- 
mental work have discredited the occult and con- 
venient theories of tissue predispositions and 
specific immunity of organs for until it is shown that 
simple mechanical and biological facts do not 
account for the peculiarities in the occurrence and 
distribution of metastases vague theories should not 
be substituted. 

In animals, very gentle massage for a total period 
of from two to five minutes, distributed over a 
number of days, has been shown to set free numer- 
ous particles of tumor which form emboli in the 
lungs. The formation of metastatic tumors by such 
emboli depends upon the growth activity of the 
primary growth. Tumors which do not grow readily 
when implanted in the subcutaneous connective 
tissue form much fewer metastases than those of 
higher virulence. Carcinomata and sarcomata of 
the compact spindle-cell variety are not influenced. 
Therefore the importance of avoiding diagnostic 
or operative manipulation of a tumor in man is 
obvious. C. Corsin YANcEy, M.D. 


Schaaning, G.: Implantation Metastases (Implan- 
tations-metastasen). Norsk Mag. f. Legevidensk., 
1921, Ixxxii, 109. 

CAsE 1. A 35-year-old woman was operated on 
for carcinoma of the cervix. During healing, a tissue 
resembling granulation tissue with extensive ulcer- 
ation developed in the abdominal wound. Under 
the microscope this tissue appeared similar to cancer 
of the uterus. 

Case 2. A 50-year-old woman was operated on 
for carcinoma of the fundus of the uterus. Between 
three and four months later carcinoma nodules 
developed in the abdominal scar. 
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CAsE 3. The patient was a 55-year-old man with 
cancer of the stomach. A year and a half following 
resection the operative scar showed infiltration 
which under the microscope had the appearance of 
gastric cancer. 

CasE 4. A 53-year-old woman with cancer of the 
stomach was treated by resection. Six months later 
ulcerating nodules appeared in the abdominal scar. 
Microscopic examination showed carcinoma. 

Case 5. The patient was a woman 57 years of age 
who had been operated on three years previously for 
hypernephroma. During the last six months there 
had developed in the operative scar a well-defined 
tumor which microscopically showed the structure 
of a hypernephroma. 

In all these cases the incisions were made in nor- 
mal tissue so that the tumor mass would not come 
into direct contact with the wound. Therefore the 
secondary growths must have been due to super- 
ficial, detached cells and these must possess consid- 
erable vitality. Case 5 is of particular interest 
because two and a half years passed before the sec- 
ondary tumor became noticeable. 

Kortizinsky (Z). 


SERA, VACCINES, AND FERMENTS 


Stewart, T. M.: Autotherapy. N. York M.J., 1922, 
Cav, 128. 

The author gives his technique and results in the 
use of autotherapy. Autotherapy consists in the 
subcutaneous or intravenous injection of toxic sub- 
stances obtained from sputum or aural or nasal dis- 
charges prepared with distilled water and incubated 
at room temperature. Blood and serum are also 
used. 

Waag, Carnot, and Pappenheim report good re- 
sults in pernicious anemia from subcutaneous in- 
jections of the patient’s own blood. Strossberg 
obtained good results in pellagra with autoserum. 
The author cites cures of ethmoiditis and laryn- 
gitis effected by subcutaneous injections of naso- 
pharyngeal discharges highly diluted with normal 
saline to prevent anaphylaxis. 

Viton and Poncet give high dilutions of the pa- 
tient’s own blood intravenously in a great variety of 
cases. In the same class of cases they use also 
minute doses of tuberculin with good results. 

The principle of the treatment is the action of un- 
known immune bodies. Carot E. Jameson, M.D. 


BLOOD 


Buchanan, J. A.: The Medicolegal Application of 
Blood Group. J. Am. M. Ass., 1922, lxxviii, 89. 

The author’s investigations have proved that the 
blood group is not a criterion in the identification 
or fixing of parentage. 

One of the most fundamental features of Mendel’s 
experiments was the demonstration of the hetero- 
zygous nature of plants. A heterozygote presents 
objectively a particular character, but through its 
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germ plasm has the capacity of transmitting the 
character which was evident in a previous genera- 
tion. The heterozygous type occurs in man and 
corresponds genetically with the hybrid of Mendel. 
In man the heterozygote cannot be determined until 
the offspring is studied. The homozygous and 
heterozygous natures of man are clearly demon- 
strated when both parents and at least three of the 
offspring are studied. 

It is a definitely established fact that a character 
once dominant is always dominant. The interme- 
diate or hybrid stage does not appear objectively in 
man, as the crossing of two inheritable but different 
characters results in the appearance in the immediate 
offspring of the segregation of the characters con- 
cerned and thereby necessitates the use of substi- 
tutes for the words ‘‘dominant” and “‘ recessive” in 
connection with human heredity. To describe the 
hereditary characters of man the expressions ‘“dor- 
mant”’ and ‘‘evident”’ are more exact. 

An indispensable factor in proving the Mendelian 
segregation of characters is a knowledge of the 
characters involved in the matings. 

It has been supposed that blood groups not rep- 
resented in either parent have been produced by a 
union of the hypothetical agglutinins and agglu- 
tinogens. A review of the family pedigrees for blood 
groups, however, shows distinctly that the groups 
in the children are limited only by the groups rep- 
resented in their ancestors. Blood groups occur in 
either a homozygous or a heterozygous state; if the 
former, the children are all of the same group as the 
parents, and if the latter, the groups present in the 
grandparents will appear. 

The danger in the medicolegal application of the 
idea that the blood group of the child must be evi- 
dent in the parents is clearly shown in the accom- 
panying figure. If during the course of divorce pro- 
ceedings or a will contest in the family represented 
by this figure the blood group had been used as a 
criterion of legitimacy, the daughter in Group 1 
would have been held illegitimate. Moreover, a 
grandparent might be a heterozygote and in virtue 
of this might transmit a character to a son or 
daughter who in turn might be a heterozygote. 
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Demonstrating possibility that Group I may appear as 
the dormant character, and the possibilities for the mis- 
carriage of justice if the blood group were used as a crite- 
rion of parentage. 
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Thus, the long concealed character might not appear 
for two or three generations. 

The author concludes that it is to be hoped no 
court will ever utilize a means of adjusting a dispute 
that is surrounded by such possibilities for the mis- 
carriage of justice. 


Walterhoefer and Schramm: A New Method for 
the Surgical Treatment of Pernicious Anemia 
(Ueber einen neuen Weg zur operativen Behandlung 
der pernizioesen Anaemie). Arch. f. klin. Chir., 
1921, Cxviii, 794. 

In view of the desperate condition of persons 
suffering from pernicious anemia, the authors 
regard as justifiable an attempt to stimulate the 
development of normal bone marrow by the removal 
of a portion of the degenerated marrow from a 
medullated bone. They expected a_ vicarious 
appearance of erythropoiesis of the spleen, as is 
observed in cases of destruction of the bone marrow 
by tumors, and hoped through the bone marrow to 
influence the function oi the spleen, the failure of 
which brings about the same result as that caused 
by splenectomy. 

The reports of nine cases are given following a 
description of the technique. The operation was 
undertaken only on patients who were severely ill. 
In one case death occurred on the second day, in 
another the condition was complicated by de- 
cubitus, and in a third the condition became worse. 
In the remaining six there was a very marked 
improvement in the general condition. 

The cause of the subjective improvement is to be 
seen in an increase in the number of erythrocytes 
which set in soon after the operation. The hemo- 
globin rose more slowly. No leucocytosis worth 
mentioning was observed in any case. 

A conclusive statement as to the duration of the 
effect exerted on pernicious anemia by the removal 
of marrow from a medullated bone is as yet un- 
warranted. Favorable effects were obtained in a 
series of cases. NAEGELI (Z). 


BLOOD AND LYMPH VESSELS 


Montpellier, J., and Lacroix, A.: A Curative 
Fibrosis of Varices Obtained by Local In- 
jections of Biniodide of Mercury (Fibrose 
curative des varices obtenue par injections locales 
de bi-iodure de mercure). Bruxelles méd., 1922, 
xii, 168. 

Sicard’s method of treating varices seems to be 

a decided advance in therapeutics, but while the 

injection of sodium carbonate is not difficult for 

those accustomed to making intravenous injections, 
in the hands of those without much experience there 
is danger that the surrounding tissues may be 
injured by the powerfully caustic action of the 
sodium carbonate. 

The authors have therefore sought a less irritating 
chemical possessing the obliterating qualities of 
sodium carbonate. This they found in biniodide of 
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mercury in aqueous solutions of 1 or 2 per cent such 
as are commonly employed in syphilis. An elastic 
band is placed below the varicose packets and the 
vein punctured with the needle of a syringe carrying 
2c. cm. of the biniodide solution. No inconvenience 
is caused by the spreading of a quantity of this 
solution in the paravenous tissues. 

The effects of such biniodide injections are in 
every way comparable to those of Sicard’s solution. 
Twenty-four hours after the injection small varices 
are transformed into hard cords with apparently no 
circulation. In very large varices the effect may not 
be observed for four days or perhaps longer. The 
venous territory in the neighborhood of the point 
of injection tumefies and hardens. There is neither 
pain nor reaction. Histologic examination of tissue 
removed by biopsy shows rapid obliteration of the 
vein and total fibrosis. W. A. BRENNAN. 


GENERAL BACTERIAL INFECTIONS 


Phemister, D. B.: Hematogenous Staphylococcus 
Infections Secondary to Foci in the Skin. J. 
Am. M. Ass., 1922, Ixxviii, 480. 


The chief habitat of staphylococci is the skin. 
In most skin infections these organisms are found to 
be either the exciting cause or secondary invaders. 
The most important of such skin lesions are boils 
and carbuncles. 

That skin foci are sources of hematogenous staph- 
ylococcus lesions is demonstrated by nineteen cases 
briefly summarized and grouped according to the 
structures involved. In all instances the staphylo- 
coccus, usually the aureus type, was the only organ- 
ism in cultures from the pus obtained at operation. 
The only definite focus of infection for the entrance 
of the organism was in the skin, and in only one case 
was there a history of a recent focusin another region. 

There were eight cases of osteomyelitis, involving 
such bones as the vertebre, the tibia, femur, pha- 
langes, ilium, radius, and humerus. In three cases 
two bones were involved; in two cases there were 
multiple renal abscesses; in three, a perinephritic 
abscess was found; in four, there was myositis, and 
in two, arthritis. 

Lesions may occur in other structures such as the 
burs, tendon sheaths, pleure, the pericardium, and 
endocardium. 

Undoubtedly the nasopharynx is an important 
portal of entry for the staphylococcus, but as yet 
little is known regarding the exact site and duration 
of the lesions from which the organisms gain entrance. 

Cart R. STEINKE, M.D. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 
Robertson, O. H., and Peyton, R.: Sources of the 
Antibodies Developing After Repeated Trans- 
fusion. J. Exper. M., 1922, xxxv, 141. 
_ There are several reasons for the gradual decrease 
in beneficial effect and the occasional injury due to 
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the frequently repeated injection of alien blood. 
The blood is destroyed more rapidly after repeated 
transfusions in normal animals than at first. Recent 
observations indicate that circulating antibodies, 
hemagglutinins, and hemolysins are involved in 
this destruction to a considerable degree. 

The hemagglutination in its most marked form 
has been traced to iso-antibodies, and the frequently 
associated rapid blood destruction is doubtless of 
similar origin. The antigenic relationship between 
the red cells of different rabbits is so close that nor- 
mal iso-agglutinins become fixed upon their elab- 
ora.or’s own corpuscles. 

As has been claimed by Klein, agglutinins 
present within the red cells of rabbits and are 
readily demonstrated in watery extracts of the 
dried corpuscles. Whether similar agglutinins are 
ever present in human cells remains to be deter- 
mined. Morris H. Kaun, M.D. 
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Pawlenko, W. A.: The Surgical Anatomy of the 
Splanchnic Nerve (Die chirurgische Anatomie des 
N. splanchnicus). Verhandl. d. russ. chir. Piro- 
goff-Ges., Petrograd, 1921. 


In the author’s opinion the induction of anzs- 
thesia of the splanchnic nerve by Braun’s method is 
of great importance. To explain it he undertook an 
anatomical investigation. The formation and the 
position of the splanchnic nerves were studied from 
the standpoint of their relationship to age, sex, and 
the form and size of the inferior thoracic aperture. 
The coeliac plexus was also investigated, and the most 
accessible portion of the splanchnic nerve for the 
injection of an anesthetic was determined. Pawlen- 
ko believes that an isolated anesthesia of the indivi- 
dual organs of the abdominal cavity is possible. 

There are three kinds of fibers in the splanchnic 
nerves: (1) vasomotor fibers, for the vessels of the 
intestinal tract; (2) motor fibers, for the muscles of 
the intestine, and (3) sensory fibers. There are 
three splanchnic nerves: the major, the minor, and 
the minimus. The major splanchnic nerve begiris 
at a level between the fifth and the ninth r bs and 
has from one to five roots which usually originate 
in the sympathetic ganglia but sometimes begin at 
the intergangliar roots. The minor splanchnic 
nerve is formed at the level of the tenth to the twelfth 
rib and has one or two roots. It usually is joined 
with the major splanchnic nerve, but sometimes 
runs separately to the renal plexus, sending only a 
small branch to the major splanchnic nerve. The 
minimus splanchnic nerve, which is rarely found, is 
a small branch which begins at the last sympathetic 
ganglion and runs to the renal plexus. 

In the thorax the splanchnic nerves are covered 
by the costal pleura and may shine through it. 
Running downward, they disappear between the 
median and lateral crura of the diaphragm into the 
abdominal cavity where, dividing, they run into 
the cceliac plexus and semilunar ganglion. In the 
abdominal cavity the splanchnic nerves are covered 
by the parietal peritoneum. 
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The number of splanchnic nerve roots, the level 
of origin of the splanchnic nerves, and the angle of 
division of the individual roots show considerable 
variation. A comparison of the nerves of the left 
and right sides does not always reveal symmetry: 
the left splanchnic nerve usually begins higher than 
the right. The number of nerve roots is greater 
in the embryo than in the adult, and in the young 
their angle of division approaches a right angle 
whereas in adults the angle is acute. Sexual differ- 
ences could not be demonstrated. The right 
splanchnic nerve ends in the coeliac plexus at a 
lower level than the left. 

Isolated infiltration of the splanchnic nerve is 
almost never possible; the injected fluid is always 
found in the region of the sympathetic nerve. 
When the injection is made high (at the level of the 
twelfth thoracic vertebra), the fluid may also infil- 
trate the right vagus nerve. For infiltration of the 
splanchnic nerve the injection must be made at the 
level of the twelfth thoracic vertebra, no deeper than 
114 cm., and at an angle of 45 degrees to the anterior 
surface of the vertebra. The needle must be in- 
serted into the right median crus of the diaphragm 
between the aortic hiatus and the cesophageal hiatus 
and directed upward and backward. 

Isolated anesthesia of the upper abdominal vis- 
cera can be obtained by injecting into the coeliac 
and the superior mesenteric plexus. As the sensory 
fibers in the coeliac plexus extend up to the level 
of the second lumbar vertebra through the rami 
communicantes, it seems necessary to anesthetize 
the coeliac plexus in addition to the splanchnic 
nerves. This can be done easily under direct vision. 

WALCKER (Z) 


Mayeda, T.: Investigations on Parabiosis, with 
Particular Consideration of Transplantation 
and Hypernephrectomy (Untersuchungen ueber 
Parabiose mit besonderer Beruecksichtigung der 
Transplantation und Hypernephrektomie). Deutsche 
Zischr. f. Chir., 1921, clxvii, 295. 

Mayeda did the Sauerbruch-Heyde ccelio-anasto- 
mosis on each of two young white rats. Mice and 
guinea-pigs proved failures. Of seventy-five pairs of 
rats, twenty remained alive more than five weeks. 
The two partners were obtained from the same 
litters in eleven ins‘ances, from different litters in 
four, and from unknown litters in five. One of the 
pair frequently showed normal or increased growth, 
while the other was stunted and died first. Such 
parabioses the author calls “heterogeneous.” In 
‘*homogeneous”’ parabiosis both of the partners 
develop equally well. These are the basic and 
constant types of parabiosis. 

Mayeda claims that the animal of the heteroge- 
neous parabiosis which dies first does not heal 
together with its partner but becomes separated 
fromit by leucocytes and a wall of granulation tissue 
and shows changes like those of pernicious anemia 
in the bone marrow and spleen; its blood is hemo- 
lyzed by the serum of the other animal. 
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The author agrees with Schoene that the parabiosis 
is a reciprocal homoioplastic; the transplantation is 
successful (homogeneous parabiosis) or unsuccessful 
(heterogeneous parabiosis). 

Microscopic examination of the border layer and 
experiments with the injection of dyes during 
life and after death were made in cases of well and 
poorly healed parabioses. Dermal autoplastics in 
individual rats were almost always successful if the 
animals were no older than three months. After 
that age they were difficult. Freely transplanted 
pieces of skin were viable in 44 per cent of the non- 
parabiotic rats from the same litter and in 28 per 
cent of those from different litters. If the transplant 
took, the subsequent parabiosis of the animals was 
usually successful. 

Pedicled flaps were exchanged between ten pairs 
of non-parabiotic rats and were sectioned after 
seven to fourteen days. In five animals the trans- 
plants remained intact for longer than a month and 
were covered with hair. 

The results of the autoplastics on animals living 
in parabiosis became very poor. Free dermal 
homoioplasty was never successful. In the separa- 
tion of the parabioses, a few millimeters of bordering 
tissues were also removed. These degenerated in 
animals which showed a developmental difference 
among themselves, and healed in parabiotic animals 
of equal development. 

The adrenals were transplanted between seven 
pairs of parabiotic rats. After nineteen days one- 
quarter of the adrenal cortex transplanted into the 
kidney was found in one instance. Bone homoio- 
plasty failed in parabiosis. The bilateral extirpation 
of both adrenals of one partner was well borne by 
ten well-developing pairs of parabiotics, but pairs 
showing unequal development rarely survived, 
whether the two adrenals were taken from the 
stronger or the weaker partner. From the surviving 
well-developing pairs, the partner with the adrenals 
could later be bilaterally hypernephrectomized 
without harm. In the meantime the accessory 
adrenal tissue had developed in the animal operated 
upon first. Upon this factor depends the survival of 
one of the rats hypernephrectomized bilaterally 
while in parabiosis after its subsequent release from 
the parabiosis. In this way a procedure was 
developed for inducing further growth of the 
accesso y adrenals. 

A bibliography of sixty-one titles and nine 
microscopic pictures are appended. Scuupr (Z). 


ROENTGENOLOGY AND RADIUM THERAPY 


Warren, S. L., and Whipple, G. H.: Roentgen-Ray 
Intoxication. I. Unit Dose Over Thorax Nega- 
tive, Over Abdomen Lethal. Epithelium of 
Small Intestine Sensitive to X-Rays. J. Exper. 
M., 1922, xxxv, 187. 

The authors conducted a series of experiments 
upon normal dogs for the purpose of investigating 

the systemic intoxication which develops after a 
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suitable exposure to large doses of hard roentgen 
rays. Full details of the methods followed are given, 
together with the results obtained from clinical 
observations and autopsy findings. The findings are 
summarized in the following conclusions: 

Roentgen radiation of the thorax of the dog 
(abdomen shielded) gives no clinical evidence of 
intoxication even when large doses (up to 512 ma.- 
min. are used). There may be a transient leucope- 
nia and a slight rise in urinary nitrogen. 

Roentgen radiation of the abdomen of the dog 
(thorax shielded) with a dose of 350 ma.-min. will 
almost certainly cause a fatal intoxication. Smaller 
doses may be survived but usually cause signs of 
gastro-intestinal intoxication. 

The lethal intoxication due to abdominal radia- 
tion presents a remarkably uniform clinical and 
anatomical picture. There is a latent period of 
twenty-four to thirty-six hours during which the 
dog is perfectly normal clinically. The second day 
usually shows the beginning of diarrhoea and perhaps 
of vomiting. The third and fourth days show 
progressive intoxication with increasing vomiting 
and bloody diarrhoea until the dog becomes stupor- 
ous. Death almost always occurs on the fourth 
day. 

Anatomically the only important lesions are to be 
found in the small intestine. The epithelium of the 
crypts and villi shows more or less complete necrosis, 
and this condition may involve almost all of the 
small intestine. The epithelium may vanish com- 
pletely except for a few cells here and there which 
have escaped and are often found in mitosis, prob- 
ably an effort at repair and regeneration. 

The authors are forced to the conclusion that this 
remarkable injury of the epithelium of the small 
intestine is responsible for the various abnormal 
reactions and final lethal intoxication which follow 
a unit dose of roentgen radiation over the abdomen 
of a normal dog. The sensitiveness of the intestinal 
epithelium to the roentgen rays is not appreciated 
and should be given proper consideration in clinical 
work. Hartune, M.D. 


Warren, S. L., and Whipple, G. H.: Roentgen-Ray 
Intoxication. II. A Study of the Sequence of 
Clinical, Anatomical, and Histological Changes 
Following a Unit Dose of X-Rays. J. Exper. M., 
1922, XXXV, 203. 

The experimental data of this article supplement 
those of a previous article on the same subject. All of 
the experiments previously ‘performed made it very 
clear that initial injury of the epithelium of the 
small intestine was responsible for the severe clinical 
reaction and lethal intoxication. It seemed desir- 


able to study this reaction carefully and to record 
the histologic and gross changes which day by day 
followed the initial exposure. Therefore a number of 
dogs were given lethal doses of roentgen rays over 
the abdomen, and autopsied at varying intervals 
thereafter. The results are recorded in the following 
summary: 
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Roentgen radiation in lethal dosage given over the 
abdomen of a normal dog is followed by a physiolog- 
ical reaction of remarkable uniformity. 

The first twenty-four-hour period following the 
exposure is negative clinically and anatomically, but 
histologically there are distinct changes in the bone 
marrow, spleen, lymph glands, and ovaries, and 
definite nuclear changes with degeneration in the 
crypt epithelium of the small intestine. 

The second twenty-four-hour period shows slight 
clinical disturbances of gastro-intestinal nature 
(vomiting and diarrhoea). The mucosa of the small 
intestine shows scattered ecchymoses. The necrosis 
of the crypt epithelium may be almost complete, 
while the epithelium of the villi remains practically 
intact. Slight oedema and invasion of wandering 
cells are noted. 

The third twenty-four-hour period shows increas- 
ing clinical disturbance with vomiting and bloody 
diarrhoea. The small intestine from the edge of the 
pylorus to the rim of the ileocecal valve is raw, red, 
and inflamed. The crypt and villous epithelium has 
in large part vanished, leaving a collapsed framework 
of the mucosa showing a little oedema and invasion 
of wandering cells. 

The fourth day marks the peak of the intoxication, 
and coma followed by death usually develops at this 
time. The anatomical and histological picture resem- 
bles that of the third day. There is more evidence of 
mitosis and efforts of repair on the part of the intes- 
tinal epithelium. 

The stomach is not concerned in this reaction, but 
the colon may show evidences of slight injury. The 
colon is obviously much more resistant than the 
small intestine. 

The authors believe the evidence is conclusive that 
the stormy clinical picture and fatal intoxication are 
due entirely to the injury to the epithelium of the 
small intestine. Hartune, M.D. 


Warren, S. L., and Whipple, G. H.: Roentgen-Ray 
Intoxication. III. The Speed of Autolysis of 
Various Body Tissues After Lethal X-Ray 
Exposures. The Remarkable Disturbance in 
the Epithelium of the Small Intestine. J. 
Exper. M., 1922, Xxxv, 213 

In preceding articles on roentgen-ray intoxication 
the authors submitted evidence that lethal roentgen- 
ray exposures produce true injury of the epithelial 
cells of the small intestine involving both the nucleus 
and the protoplasm. In this article they show that 
autolysis in these cells is profoundly modified by 
such exposures. In the experiments on which it is 
based dogs were killed two, twenty-four, forty-eight, 
seventy-two, or ninety-six hours after exposure to 
radiation. The methods employed, the experimental 
observations, and the findings in several normal 
control animals are reported in detail. 

It was found that exposure to large doses of 
roentgen rays caused a notable increase in the speed 
of autolysis of the crypt or secretory epithelium of 
the dog’s small intestine. These changes could be 
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demonstrated readily in material obtained from 
dogs killed two, twenty-four, forty-eight, seventy- 
two, or ninety-six hours after the initial radiation. 

In the radiated dogs the secretory crypt epithelium 
of the small intestine autolyzed first and the epi- 
thelium of the villi last, while the reverse was true 
in the normal control small intestine. These abnor- 
malities of autolysis associated with lethal roentgen- 
ray exposures could be demonstrated in the small 
intestine over the whole four-day period subsequent 
to radiation. 

The colon showed little change and the stomach 
no demonstrable changes in autolysis under like 
conditions. The kidney also was negative. 

The spleen, lymph glands, liver, and pancreas of 
radiated dogs showed a moderate increase in the 
rate of autolysis within forty-eight hours of the 
initial exposure. 

What the significance of this disturbance of cell 
ferments in the intestinal mucosa may be, the authors 
cannot say. At least these observations strength- 
en their confidence in the profound functional dis- 
turbance of this important intestinal epithelium, a 
disturbance which they believe is responsible for the 
clinical abnormalities and fatal intoxication. 

ApotpH Hartunc, M.D. 


Stern, S.: Intensive X-Ray Therapy as Seen Prac- 
ticed in the Clinics in Europe. Am. J. Roent- 
genol., 1922, N.S. Vili, 741. 


Stern reports in detail the main points in the 
technique employed at the various clinics of Frank- 
fort, Freiburg, Erlangen, and Berlin. Aside from 
the virtual agreement as to the necessity for appara- 
tus delivering at least 200,000 volts and as to the 
employment of heavy filters, he found the greatest 
divergence of opinion with regard to even vital ques- 
tions of technique. The varying techniques de- 
scribed may be averaged as follows: distance 30 to 
5socm.; field, 6 by 8 cm. to 25 by 25 cm.; time, one 
to six or seven hours; filter, 44 to 114 mm. copper 
or 0.5 to0.75 mm. zinc; voltage 180 to 200 kv.; and 
milliamperage 2 to 2%. 

Stern thinks well of the iontoquantimeter em- 
ployed by Friedrich at Frankfort, and of the charts 
designed by Dessauer to show the ray absorption at 
varying depths. Commenting upon the great di- 
vergence in technique he says, ‘‘One insists on large 
and far fields to get the benefit of a larger proportion 
of depth dose, and another prefers concentration 
with compression to get nearer to the lesion. Some 
insist on the importance of applying the entire 
carcinoma dose within twenty-four or forty-eight 
hours; others divide it over a period of one week; 
still others divide it into four weekly doses.” 

With regard to the erythema dose Stern states 
that some are satisfied with the slightest appear- 
ance, while others insist upon a very decided reac- 
tion. There is the most serious and irreconcilable 
difference of opinion, however, regarding the ques- 
tion as to when an erythema dose should be repeated. 
Some say not within six months, others repeat in six 
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weeks, and one clinic applies an erythema dose 
every month for four or five successive months, con- 
sidering it not only safe but necessary. Some of 
these questions, Stern believes, will eventually de- 
cide themselves. Treatments of seven hours a day 
for two or more successive days and, because of the 
time element, the use of 1’4 mm. copper filters are 
impracticable. The time when an erythema dose 
may be repeated will be found somewhere between 
the extremes mentioned. Stern would hesitate to 
give four or five erythema doses at monthly inter- 
vals. On the other hand, he does not believe it 
necessary to wait six months. 

As to the choice of cases, it was found that most 
of the clinics visited have practically discontinued 
operating upon all cases of carcinoma of the breast 
and uterus. They claim that in unselected cases 
a cure is obtained in apjroximately 85 per cent. In 
malignant growths of other organs the results are 
not so satisfactory. All of the clinics emphasize 
the fact that sarcoma should never be treated sur- 
gically as the chances of metastasis are very much 
increased by operative interference. 

Davip R. Bowen, M.D. 


Proust and Mallet: Recurrent Epithelioma of the 
Breast with Limitation of the Recurrence to 
the Periphery of the Irradiated Area ([pithélio- 
ma du sein récidivé avec limitation précise de la 
récidive au pourtour d’une zone irradiée). Bu!/. et 
mém. Soc. de chir. de Par., 1922, x\viii, 195. 

In the case reported the breast and axillary glands 
of a woman 66 years of age were removed for cancer 
in May, 1921. In August the vicinity of the scar 
showed redness but the scar itself was normal. Nine 
treatments with the X-ray were given, but in spite 
of this the redness and neoplastic infiltration of the 
skin increased. The recurrence developed in a 
circular pigmented zone the central portion of which 
appeared normal. The authors believe that the free 
spot corresponded to the principal zone of application 
of the X-rays. 

This case shows the high therapeutic value of ir- 
radiation and the difficulty of carrying a sterilizing 
dose to the entire surrounding area. Radium and 
X-ray therapy given in conjunction with extensive 
surgical excision should be begun at the periphery of 
the ablation. Such a procedure would allow the 
radiation of extensive fields. W. A. BRENNAN. 


Holmes, G. W.: Some Observations on the Treat- 
ment of Hyperthyroidism with X-Rays. Am. 
J. Roentgenol., 1922, n.s. viii, 730. 


This article is based upon the X-ray treatment of 
369 cases of hyperthyroidism, eight of which are 
reported in detail. At the Massachusetts General 
Hospital a goiter committee consistingJof a clini- 
cian, a surgeon, and a roentgenologist§meets once 
a week and all patients are seen by the committee in 
consultation. New cases are examined in order that 
a definite diagnosis may be made as to type and 
that treatment may be agreed upon. Old cases are 
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examined before any change is made in the treat- 
ment and for observation or discharge. 

Metabolism tests are made before, during, and 
after treatment. Sources of infection and the pres- 
ence or absence of cardiac or pelvic disorders and 
an enlarged thymus are determined when possible. 
The patient’s occupation, home life, and distance of 
residence from the clinic are considered. A photo- 
graph of the patient is made and the pulse rate, 
weight, temperature, and metabolism rate are 
charted. 

Colloidal, cystic, and simple goiters are not 
treated by radiation. If removal is advisable sur- 
gery is recommended. For malignant goiters im- 
mediate operation followed by radiation is advised. 
If surgery is contra-indicated the X-ray alone may 
bring about a temporary cure. Toxic adenomata 
respond readily to X-ray treatment but surgery is 
quicker and, as the surgical risk is slight, most of 
these cases are referred for opetation. 

Non-toxic adenomata have not been treated by 
X-ray though it is possible that localized nodules 
may be reduced by this method. As a rule these 
cases are kept under observation or treated sur- 
gically. Exophthalmic goiters are usually treated 
first by rest and radiation. The surgical risk has 
been found to be greatest in this class of cases and 
they respond well to radiation. The importance of 
rest increases with the degree of toxicity. Patients 
with a very high metabolism are given rest before 
the X-ray treatment is begun. Radiation reduces 
the operative risk by destroying the thymus and, if 
not too prolonged, does not make the operation 
more difficult. A large percentage of cases so treated 
never come to operation. 

From our present knowledge it is fair to assume 
that when the thyroid gland is radiated the function 
of the gland cells is inhibited. As the dose is in- 
creased these cells atrophy and disappear, to be re- 
placed by connective tissue. Later the contraction 
of this new fibrous tissue may interfere with the 
blood supply and still further inhibit glandular 
function. Therefore the dose should be adapted to 
the type of case. It must also be kept within the 
limits of skin tolerance. Holmes has employed an 
8-in. parallel spark gap, a 4-mm. aluminum filter and, 
in the early cases, an 8-in. skin target distance. 
Later a 10-in. and, in some cases, a 16-in. distance 
was used. In most of the cases three areas were 
exposed, one at each side of the neck and one over 
the thymus. In some cases, with the use of a 16-in. 
distance, the area exposed included the entire thy- 
roid and the upper portion of the thymus. The 
interval between treatments is usually three weeks. 

In striving for the maximum effect short of an 
crythema dose Holmes believes it is safer to dimin- 
ish the interval rather than to increase the dosage. 
Basal metabolism tests are made frequently and 
when the rate reaches normal the treatment is 
stopped. If the drop has been rapid it is stopped 
sooner. In cases which respond favorably an im- 


provement in the nervous symptoms is usually 
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noted at the end of the first three weeks. Frequently 
a severely toxic patient is able to return to work after 
the third treatment, and from that time the treat- 
ment need not interfere greatly with his routine. 
In cases which are more stubborn, rest should be 
insisted upon or surgery resorted to after the fourth 
or fifth treatment. 

It is not desirable to prolong the treatment as its 
prolongation will make the operation more difficult. 
In Holmes’ experience, however, the difficulty of 
operation has not been increased by four or five 
treatments given within a period of six months. Un- 
toward skin effects such as atrophy and telangiecta- 
sis may be avoided by keeping well under the 
erythema dosage; if not avoided they may be more 
disfiguring than the surgical scar. 

Davip R. Bowen, M.D. 


LEGAL MEDICINE 


No Malpractice in Treatment of Knee and Ab- 
scesses. Hanson vs. Harris (S. D.), 184 N.W.R., 
p. 262. 


The plaintiff’s right knee was run over by a wagon 
wheel. A physician was called, but the knee soon 
became very much swollen, inflamed, and very 
painful. About two weeks after the injury the 
defendant was asked to treat the case and moved 
the plaintiff to his hospital. On opening the knee 
joint the defendant found a large cavity extending 
5 in. above the knee, which was filled with thin sero- 
purulent pus. A number of abscesses containing pus 
had formed about the knee. The defendant made 
four incisions, drained and cleaned out the ab- 
scesses, and applied the proper drainage and irriga- 
tion. By examining with his finger inserted through 
the incision into the cavity of the knee, he found 
that there was no fracture of any of the bones. The 
joint was badly infected, however, and the bone had 
become infected to some extent. 

Following this treatment the swelling and the 
temperature went down, and about ten days or two 
weeks after the plaintiff entered the hospital the 
defendant injected Beck’s paste into the joint 
abscesses and pus cavities. Soon thereafter another 
abscess formed on the calf of the leg, but healed 
quickly after it was opened, drained, and irrigated. 
At the end of five or six weeks the plaintiff was dis- 
charged from the hospital as cured. His knee was 
then nearly stiff and so bent that when he stood up 
only his toes touched the ground. Eight months 
later he went to another hospital where the knee 
joint was opened and necrosis of the bones of the 
joint, especially of the lower end of the femur, was 
discovered. Small quantities of Beck’s paste were 
found also in the joint, and a roentgenogram taken 
some months later showed that some of the paste 
still remained in the cavities formed by the abscesses. 

After a thorough analysis of the testimony the 
court failed to find any facts that warranted the con- 
clusion that the defendant was negligent or unskill- 
ful in his treatment of the plaintiff’s injury or that 
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any other course of treatment known to the medical 
profession would have produced better results. The 
plaintiff had suffered much pain and no doubt would 
continue to suffer great pain and much inconven- 
ience from the condition of his leg. The mere fact 
that his leg was not restored to its normal condition 
and function did not prove, or even imply, that the 
defendant was negligent or unskillful. Physicians 
and surgeons are not to be held for results, but only 
for the kind of service rendered by them. 

It was argued that the use of Beck’s paste was 
unnecessary and under the circumstances was im- 
proper treatment because the paste was intended 
to be applied to cases of chronic or tuberculous 
abscesses, while the abscesses in this case were 
acute. The defendant, however, appeared to have 
used the paste in the exercise of his best judgment 
that it was necessary to hasten the healing of the 
abscesses about the knee. The court did not agree 
either with the contention that the defendant should 
have kept the leg in splints in order that, if it was to 
be stiff, it would be straight instead of bent. The 
leg was splinted for some time, but as the defendant 
believed that the knee joint would not be entirely 
stiff after it healed, the splint was removed. , 

J. A. CASTAGNINO. 


Treatment of Alleged Osteomyelitis with Vaccine 
—Mistakes in Judgment. Edwards et al. vs. Uland 
(Ind.), 131 N.E.R., p. 240. 


The plaintiff alleged that the defendants had 
carelessly and negligently advised and used the 
vaccine treatment for osteomyelitis in the upper 
part of his left arm. The evidence showed that after 
obtaining the history of the case the defendants 
stripped the patient to better observe the results of 
past ailment and treatment. There were numerous 
scars due to operations. Because of a history of 
osteomyelitis, they made use of the common tests 
to discover the presence of that disease, viz., the 
determination of the blood pressure, a blood count, 
microscopic examination of the blood for infection, 
urinalysis, and a roentgen-ray examination of 
the affected arm. The latter appeared to show a 
normal condition of the bone. The findings indi- 
cated that there was no osteomyelitis at that time 
and no need for a surgical operation. Vaccine 
treatment was therefore believed to be the proper 
treatment. 

The court stated that the defendants did not 
admit they were mistaken in the method of their 
treatment, but even if they had been, this was not 
of itself sufficient to require them to respond in 
damages. When there is a reasonable doubt as to 
the nature of the physical conditions involved or as 


to what should be done in accordance with recog- 
nized authority and good current practice, a physi- 
cian is not ordinarily liable for damages consequent 
on an honest mistake or error in judgment in making 
a diagnosis, in prescribing a treatment, or in deter- 
mining whether an operation is necessary. One 
surgeon possessing great learning and skill might 
perform a certain operation when another of equal 
learning and skill would not perform such an opera- 
tion, the difference being due to their judgment as 
to the necessity for the intervention. 

There is no presumption of negligence or want of 
skill from a failure to cure. The mistake of the 
physicians in this case, if any, was in determining 
after careful diagnosis the method of treatment that 
they would follow—in assuming that a cure would 
be effected by the use of vaccines without surgery. 
If there had been a question as to whether they were 
careless and negligent or unskillful in the use of the 
method chosen, there would have been a question 
for the jury as to a fact. Under the facts proved, 
there was at most only a mistake in judgment after 


‘a careful diagnosis of the case. Therefore the judg- 


ment entered on a verdict in favor of the plaintiff 
was reversed and instructions were given the trial 
court to grant a new trial. J. A. CASTAGNINO. 


Roentgenograms as the Best Evidence. Daniels vs. 
Iowa City (Iowa), 183, N. W. R., p. 415. 

The supreme court of Iowa, in affirming a judg- 
ment in favor of the plaintiff for damages for per- 
sonal injuries, stated that the record showed that an 
expert was permitted to testify as to what roentgen- 
ray photographs show, how they are taken, how 
conditions are indicated thereon, and as to his physi- 
cal examination of the plaintiff. The court appre- 
ciates that too strict an application of the best evi- 
dence rule as applied to roentgen-ray photographs 
is not desirable, but it could not be said that any 
prejudice resulted in sustaining the objections to the 
questions propounded. 

It is proper for an expert to explain a roentgen-ray 
photograph in the particulars that are not under- 


‘stood by a layman. What the jury could see and 


understand about the matter is not the subject of 
expert testimony, and this the supreme court under- 
stood to be the effect of its prior decision. A roent- 
genogram may be used for purposes of demonstra- 
tion by an expert as if he had the object itself before 
the jury for explanation. That bone can be dis- 
tinguished from the flesh in a roentgen-ray photo- 
graph, and that bone makes a heavier shadow than 
muscle is proper expert testimony. Such scientific 
facts are not known by the average layman. 
J. A. CASTAGNINO. 
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Mironowa, S. M.: Two Cases of Perforation of the 
Uterus with Penetration of the Abdominal 
Cavity by a Bougie (Zwei Faelle von Uterusper- 
foration mit Austritt des Bougie in die Bauchhoehle). 
Sborn. rabot po akusch. i ginek., 1921, i, 112. 

The number of induced abortions has greatly in- 
creased in Russia during recent times and there has 
been a corresponding increase in the serious com- 
plications caused by foreign bodies inserted into 
the uterus for the purpose of inducing abortion. 

In the first case reported by the author a bougie 
was inserted by a midwife into the uterus of a non- 
pregnant woman 21 years old because of the sus- 
picion of pregnancy. The bougie disappeared within 
the next few days. Twelve days later a median 
laparotomy was done. The bougie was found in the 
abdominal cavity among adhesions in the right 
anterior fornix. .The uterus showed a small depres- 
sion with a blood clot. Removal of the bougie was 
followed by recovery. 

In the second case a midwife introduced a bougie 
twice into the uterus of a woman 26 years old who 
had been pregnant for 214 months. The bougie dis- 
appeared, and the midwife, thinking that it had 
fallen out, inserted another. Pain necessitated its 
removal, and on the fourth day the patient entered 
the hospital. A laparotomy disclosed a local puru- 
lent peritonitis and the bougie lying free in the 
posterior part of the pouch of Douglas and directed 
toward the cecum and appendix which were covered 
with pus. The uterus showed a perforation in its 
posterior wall. Hysterectomy was done, the stump 
covered with peritoneum, the abdominal cavity 
closed, and the vagina drained. Recovery followed. 

SCHAACK (Z). 


Proust, R., and Mallet, L.: The Respective Indica- 
tions for Hysterectomy, Radium Treatment, 
and Penetrative Radiotherapy in Cancer of 
the Cervix of the Uterus (Des indications respec- 
tives de hystérectomie, de la curiethérapie et de 
la radiothérapie pénétrante dans le cancer du col de 
Vuterus). Presse méd., Par., 1922, xxx, 89. 

A study of published statistics shows that follow- 
ing surgical treatment of cervical cancer the number 
of patients with recoveries lasting more than five 
years is little more than 30 per cent of the number of 
those surviving the operation. 

Following radium therapy not more than 20 per 
cent of the patients survive more than five years. 

Following penetrative roentgenotherapy the sur- 
vivals for more than five years equal 60 per cent in 
operable cases and 23 per cent in inoperable cases, 
while the average for all is about 30 per cent. After 
five years the percentage of survivals falls to 20 
per cent. 


Radium therapy and roentgenotherapy have a 
lower immediate mortality than operative treat- 
ment but operative treatment is followed by longer 
survival. 

With regard to the method of treatment indicated 
the authors classify cancer cases into the following 
four groups irrespective of the nature of the cancer 
as revealed by biopsy: 

1. Clearly early cases in which the uterus is still 
mobile. 

2. Cases still clearly operable, but with invasion 
of the ligaments. 

3. Cases with inoperable ligamentary invasion, 
but in which the general condition is good. 

4. Very advanced cases. 

In the first class radical operation should be done. 
The surgeon must be sure to reach healthy tissue. 
In such cases the operative mortality is low and sur- 
gery offers a better prognosis than any other treat- 
ment. Frequently the operation should be pre- 
ceded by a vaginal application of radium but the 
delay must not exceed three weeks. Also it is of 
advantage to give penetrative X-ray treatment of 
the broad ligaments at least one month after the 
operation to destroy any malignant cells that may 
have remained in the pelvis. 

In the second class of cases, in which there is in- 
vasion of the broad ligaments, operation offers less 
certainty of cure and it is better to use radium 
therapy which gives as complete destruction and 
has a much lower mortality rate. The application 
of the radium to the uterus and vagina, however, is 
not sufficient. It must be placed in the midst of the 
broad ligaments or its action must be immediately 
supplemented by penetrating irradiation of the 
parametrium with the X-ray. 

In inoperable cases in which the patient’s general 
condition is good there is considerable danger of 
fistula formation following radium therapy. There- 
fore the principal treatment should be irradiation 
with the X-ray, radium being used only as a supple- 
ment and applied within the uterus or abdomen but 
never within the vagina. 

In very advanced cases the X-rays should be em- 
ployed, but with care to avoid massive dosage. 

Other factors to be considered in the choice of 
treatment are the time which has elapsed since the 
beginning of the condition and the nature of the 
development, and the histologic type of the tumor. 

In cases of rapidly developing tumors the follow- 
ing three facts should be borne in mind: 

1. For the destruction of the cancerous cell the 
method must have an immediate effect. 

2. Radium has a rapid action (fifteen days). 

3. Penetrating irradiation has a slow action 
(about six weeks). 
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The type of neoplasm is important. In cases 
resisting radiotherapy operative intervention may 
find new indications besides those mentioned. 

For postoperative destruction of cells the authors 
accept radium therapy and reject roentgenotherapy, 
but as supplementary treatment to operation they 
recommend roentgenotherapy and reject radium 
therapy. They strongly recommend extended radio- 
therapy given by the intra-abdominal application 
of radium with or without associated penetrative 
roentgenotherapy. 

They reject roentgenotherapy for pre-operative 
destruction of malignant cells because of the cutane- 
ous changes it produces which are unfavorable to 
cicatrization. Radium therapy as a postoperative 
adjuvant is rejected because its principal (intra- 
uterine) use is rendered impossible by the removal 
of the uterus. W. A. BRENNAN. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Polak, J. O., and Welton, T. S.: A Study of the 
Origin of Bleeding in Ectopic Pregnancy. Am. 
J. Obst. & Gynec., 1922, iii, 164. 

The authors’ studies have shown: 

1. That a decidual reaction may be found at sev- 
eral points in the tube in ectopic points often far re- 
mote from the seat of implantation. 

2. That coincident with the separation or death 
of the ovum due to hemorrhage into the decidua 
there is bleeding from the uterus and from the sev- 
eral points of decidual reaction in the tube. 

3. That tubal peristalsis and the vis a tergo of the 
clot in the tube expel blood from the abdominal os- 
tium into the peritoneum, and that this blood grav- 
itates into the cul-de-sac. 

4. That the same factors contribute a portion of 
the blood making up the bloody discharge from the 
uterus which signifies the separation or death of the 
embryo. E. L. Cornett, M.D. 


Hirschfeld, T.: The Surgical Treatment of 
Inflammatory Tumors of the Adnexa (Die 
operative Behandlung der entzuendlichen Ad- 
nextumoren). Dissertation: Berlin, 1921. 


The chief cause of inflammatory tumors of the 
adnexa is gonococcal infection. It is believed that 
50 per cent of inflammations of the adne.a are of 
gonorrhceal origin. In the less frequent septic and 
putrefactive processes the streptococcus, staphy- 
lococcus, and bacillus coli play the largest part. In 
these cases also the infection is usually an ascending 
one, the bacteria reaching the tubes by way of the 
uterus. Tubercle bacilli are found as excitants in 
only about to per cent of all diseases of the adnexa. 
The infection is usually secondary, being carried by 
way of the blood stream. The possibility of tuber- 
culous infection through coitus is disputed. 

The treatment of inflammation of the adnexa 
should at first be conservative, whatever the cause. 
In from 70 to go per cent of cases such treatment 
effects a cure. In some instances, however, expectant 


measures are useless and operation is indicated. 
It is usually in the cases of women of the working 
classes who cannot take sufficient rest to allow the 
inflammatory process to quiet down that cure can 
be obtained only by operation. These are usually 
cases of tumors of the adnexa in a subacute or 
chronic stage. 

The question arises whether operation is indicated 
also when an acute septic process is present, a rapid 
enlargement of the pyosalpinx can be determined, 
and there is danger of rupture of the pus sac. 
Doederlein and Kroenig refuse to operate in these 
cases. If operation must be performed, the abdominal 
route is preferable to the vaginal as in the latter 
there is greater danger of injuring the intestine. 

For the skin incision Pfannenstiel’s transverse 
incision is usually to be preferred. If the patient is 
young, only the adnexa should be removed but in the 
cases of those in or near the climacteric the uterus 
also may be removed, a procedure which gives 
particularly good results. 

In Faure’s method, which is widely recommended, 
the uterus is first split down and then the tumors 
of the adnexa are loosened from adhesions by 
traction and freed from the uterus. Over against 
these more or less radical operative methods for 
tumors of the adnexa of gonorrhoeal origin stands 
the conservative surgery which must be employed 
if cessation of function is to be avoided in the cases 
of young women. In such cases one is limited to 
resection of the tubes. A wedge-shaped excision of 
their interstitial portion is recommended. If the 
ovary on one side is involved, it must be removed as 
well. In bilateral disease of the ovaries an attempt 
should be made to preserve at least a portion of one 
ovary in order not to arrest ovulation and menstrua- 
tion. If there is occlusion of the tubes unassociated 
with more severe inflammatory changes and giving 
no trouble except sterility, mutilating operations 
must be avoided. Recently, repeated attempts have 
been made in such cases to restore the function of 
the tube by the formation of an artificial ostium. 

It is often very difficult to determine with cer- 
tainty whether disease of the adnexa is tuberculous 
or not. Usually this can be done only by the 
process of exclusion. In general, tuberculosis of the 
genital organs shows a strong tendency toward 
healing. Consequently there is seldom an urgent 
indication for the removal of tuberculous tumors of 
the adnexa. However, if the disturbances are so 
great that surgery is necessary the operation should 
be as conservative as possible; that is, it should be 
limited if possible to removal of the tubes, especially 
since, as a rule, the patient is a young woman. 

Dencks (Z). 


Janney, J. C.: Report of Three Cases of a Rare 
Ovarian Anomaly. Am. J. Obsl. & Gynec., 192?, 

iii, 173. 
The three cases reported showed the presence o/ 
uterine tissue in the ovary. They were found in 
going over 4,853 pathologic specimens at the Free 
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Hospital for Women, Brookline, Mass. They were 
all discovered incidentally, the operations having 
been performed for other conditions which had not 
directed attention to the ovaries primarily. 

E. L. Cornett, M.D. 


Martzloff, K. H.: Dermoid Cysts of the Ovary; A 
Report of Four Cases. Bull. Johns Hopkins Hosp., 
1922, Xxxili, 66. 

In discussing four cases of dermoid cysts of the 
ovary the author emphasizes: 

1. The importance of puncturing the ovary or a 
small ovarian cyst for diagnostic purposes when con- 
servation is to be practiced. 

2. The value of routine examination of all path- 
ologic tissue removed at operation. 

3. The feasibility of conserving a portion of nor- 
mal tissue of one or both ovaries, even in the pres- 
ence of a dermoid growth, in order that thereby the 
danger and inconvenience of an operative menopause 
may be avoided. : 

Only one case of dermoid cyst in association with, 
and included in, the wall of a multilocular pseudo- 
mucinous cystadenoma of the ovary has been ob- 
served in the Johns Hopkins Hospital. 

The incidence of malignant changes in a dermoid 
cyst in the Johns Hopkins Gynecological Clinic is 1 
per cent. Harvey B. MattuHews, M.D. 


EXTERNAL GENITALIA 


Payne, R. L.: A Technique for the Repair of Re- 
laxed or Lacerated Perineum. J. Am. M. Ass., 
1922, Ixxviii, 574. 

The salient features of the technique which has 
been used by the author satisfactorily for ten years 
are: (1) the complete liberation of the entire rec- 
tocele from the muscles and fascia of the perineum 
to permit a thorough reduction of the herniated 
portion of bowel; (2) the insertion of only nine 
stitches; (3) the use of interrupted sutures; and 
(4) simplicity and ease of execution of the opera- 
tion. 

One Allis forceps is placed at the highest point of 
the rectocele where the anterior and posterior vaginal 
walls meet, and another at a slightly higher level on 
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either side at the edge of the labia minoris. The 
rectocele is separated from the levator ani by an in- 
cision and the rectum is freed from the muscles and 
fascia so that a crescentic shelf is formed. 

One suture is applied in each sulcus, picking up 
only vaginal fascia and mucous membrane. ‘The 
rectocele being reduced with a rigid instrument, a 
second suture passes over and catches the vaginal 
fascia and mucosa at the central point. This suture 
is not tied until the entire approximation is com- 
pleted. Three interrupted sutures beginning and 
ending at a point half way between the levator shelf 
and the skin margin are then inserted and tied to 
maintain the reduction of the rectocele. 

A second row of sutures is begun just under the 
skin margin to approximate the second plane of 
muscles and fascia. These are inserted on a plane 
between the first three approximating sutures. The 
skin is closed with loose sutures of plain catgut. 

The different steps are illustrated by six sketches. 

C. F. ANprews, M.D. 


MISCELLANEOUS 


Gruss, J.: Surgical Treatment of Malformations 
of the Internal Genital Organs (Operative 
Behandlung von Missbildungen des inneren Geni- 
tales). Roshledy v chir. a gynack., 1921, i, 185. 

Laparotomy is preferred by the author in the 
majority of cases of malformation of the internal 
genital organs as it permits exact inspection of the 
organs within the abdominal cavity. He recom- 
mends laparotomy unconditionally in pregnancy 
in the rudimentary horn of a bicornate uterus, high 
gynatresia, particularly when it is complicated by 
hematosalpinx, in hematometra in a rudimentary 
horn of the uterus, and in dysmenorrhaa due to 
rudimentary development of the uterus. 

In complete absence of the vagina Baldwin’s 
method of substitution is recommended. Rudimen- 
tary development of the uterus is not a all sorare as 
might be inferred from the literature. A diagnosis 
of complete absence of the uterus, on the other hand, 
is erroneous as traces of this organ can always be 
demonstrated in the subperitoneal region. 

(Z). 


PREGNANCY AND ITS COMPLICATIONS 


Fruhinsholz, A., and Parisot, J.: Anomalies of 
Thyroid Function in Their Relation to Preg- 
nancy (Des anomalies de la fonction thyroidienne 
dans leurs rapports avec le gestation). Gynec. 
et obst., 1921, iv, 169. 


The authors have made a collective review of the 
literature, separating the experimental and clinical 
observations and summing up the outstanding 
conclusions of the various reporters. 

They discuss the experimental reports under the 
following general heads: (1) the influence of 
gestation on the thyroid gland in the normal state, 
(2) gestation and hyperthyroidism, (3) gestation 
and hypothyroidism, and (4) the offspring of 
animals with thyroparathyroid insufficiency. 

Many observers have noted that during preg- 
nancy the weight of the thyroid is increased both 
absolutely and_ relatively. Borzytowski, who 
studied the structure of the gland during pregnancy, 
found many signs of increased secretion such as the 
formation of new follicles, a deeper staining property 
of the cells, and an increase in the colloid content 
and the blood supply. In the parathyroids of the 
pregnant cat he found also karyokinetic figures 
which Civaller did not find in man. Lange even 
diagnosed a pregnancy from the enlargement of the 
thyroid before any other signs were apparent. 

As a possible etiological factor the functional 
relationship between the thyroid and the corpus 
luteum or the placenta or foetus is mentioned. 
Repeated injections of extract of the placente of 
rabbits injected into three virgin rabbits produced 
an enlargement of the thyroid as well as an enlarge- 
ment of the hypophysis and adrenals. 

The experimental data on gestation and hyper- 
thyroidism are very variable and unsatisfactory as 
the physiological state of hyperthyroidism is 
difficult to produce. 

In the discussion of gestation and insufficiency of 
the thyroid insufficiency of the parathyroids is 
included. The reader is referred to the mono- 
graphs of Jeandelize on thyroid and parathyroid 
insufficiency (1902), and of Morel on the para- 
thyroids (1912) for details of the functional re- 
lationship of these closely associated glands. 

In the young, thyroid insufficiency arrests the 
development of the genital organs and, occurring 
later, causes sterility due to atrophy of the ovarian 
follicles (Hofmeister). For fecundation and the 
evolution of pregnancy the secretion of the thyroid 
is much more important than that of the para- 
thyroids. Thyro-parathyroidectomy practiced on 
pregnant animals usually causes abortion, prema- 
ture labor, or stillbirth. If the pregnancy goes to 
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term and live young are born, the mother is apt to 
develop tetany. 

The effects on gestation, parturition, and post- 
partum states were studied by removing as much 
of the gland as possible without destroying life 
or preventing fecundation. The results were 
uniform and showed that the pregnant animal is 
very much less able to stand the operation than the 
non-pregnant animal. The chief accidents which 
occurred were convulsions causing death, tetanic 
phenomena, albuminuria, and hepatic and renal 
alterations. Tetany is especially apt to develop, the 
parathyroids being apparently alone responsible for 
this. The non-pregnant animals almost invariably 
showed no reaction unless they later became 
pregnant, when tetany usually developed. 

In separate studies of the effects of deficiency of 
the two glands it was found that convulsions and 
the phenomena of intoxication, such as dyspncea 
and urinary disturbances, are due to deficiency of 
the parathyroids, while the trophic disturbances 
causing falling of the hair, apathy, etc., are due to 
deficiency of the thyroid. The effects of deficiency 
of these glands are sometimes delayed until after 
parturition. Successive pregnancies increase the 
severity of the disturbances. The mammary 
secretion is not affected. 

The conclusions drawn regarding the relation of 
thyroid insufficiency to pregnancy are as follows: 

1. Pregnancy, labor, and postpartum conditions 
do not modify the animal’s general condition. 

2. Signs of thyroid insufficiency are increased 
in the course of or after the gestation. 

3. Inthe course of the gestation, at the approach 
or time of labor, or postpartum, more or less charac- 
teristic phenomena of tetany appear which may 
cause death or disappear quickly after the delivery 
or the suppression of the mammary secretion. 

4. The same phenomena appear in the course of 
a second or third pregnancy when they had not been 
manifested previously. 

5. Incertain cases these phenomena are favorably 
influenced by injections of thyroid extract. 

In the offspring of mothers with thyroid in- 
sufficiency rickets is frequently present. Long has 
noted a decrease in the weight of the eggs of fowls. 
Iselin, working on _ parathyroidectomized rats, 
found that the offspring were hyperexcitable to the 
galvanic current. Almagia noticed that young 
puppies seemed somnolent when nursing a dog with 
thyroid insufficiency. Therefore thyroid insufficiency 
must be considered before definite conclusions can 
be drawn regarding heredity. 

The clinical material is discussed under the 
following headings: (1) hyperthyroidism, (2) 
hypothyroidism, and (3) instable thyroids. 
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Hyperthyroidism exists in varying degrees and 
almost all the minor complications of pregnancy, 
including glycosuria, insomnia, vomiting, sensitiza- 
tion to tuberculosis, etc., have been attributed to it 
by various writers. 

“Several cases are cited in which typical Basedow’s 
disease developed during pregnancy and subsided 
after delivery. In one case the hyperthyroidism 
appeared again during a subsequent pregnancy. 

The study of the effects on pregnancy of a pre- 
existing hyperthyroidism is difficult because of the 
lack of material, only about eighty cases having 
been reported from the large obstetrical centers. 
Of seventy-eight cases, forty were aggravated by 
pregnancy, twenty-two benefited, and sixteen un- 
affected. Cases complicated by mechanical action 
or a cardiac condition are most apt to be aggravated. 
The authors state that after fecundation hyper- 
thyroidism has little effect upon gestation but 
according to some investigators it tends to cause 
abortion, and according to others it predisposes to 
complications such as albuminuria, oedema, per- 
sistent vomiting, placental haemorrhages, and 
hypertension. 

The chief indications for surgery of the gland 
during pregnancy are mechanical embarrassment 
and mal gnancy. 

There is no predisposition to hyperthyro’dism 
following gestation. 

Hypothyroidism may be congenital, the result 
ef the surgical removal of the gland, or due to 
replacement of the gland by a new growth. 

Because of faulty sexual development women 
with congenital hypothyroidism do not become 
pregnant. 

Surgery of the thyroid during pregnancy is 
frequently followed by tetany due to interference 
with the parathyroids. It s only when trophic 
disturbances occur that the thyroid is responsible. 

Tetanic cramps are probably confused with 
eclamptic convulsions. 

Levy believes that the thyroid does not respond 
early n pregnancy and that therefore there is an 
initial stage of hypothyroidism which explains 
some of the early disorders. 

The myxcedematous patient rarely becomes 
pregnant. Some of the syndromes attributed to 
hypothyroidism, such as migraine, asthma, etc., 
are occasionally greatly relieved during pregnancy, 
but return after delivery. Most of the observations 
on the definite myxoedema syndrome, however, 
indicate that the condition is aggravated by preg- 
nancy. As in hyperthyroidism, the course of the 
pregnancy itself is affected very little by the 
hypothyroid state. 

Under the term “‘instable thyroids’ 


’ are classed 


several cases in which pregnancy changes symptoms 
of hypothyroidism into those of hyperthyroidism 
and vice versa. The statement is made that the 
hyperthyroidism which appears as a reaction to 
pregnancy may subside following the administration 
of thyroid extract. 


The offspring of mothers with instable thyroids 
seem to show a predisposition to internal glandular 
disturbances the nature of which cannot be pre- 
dicted. 

The conclusions drawn from the clinical material 
are as follows: 

1. Gestation physiologically causes a state of 
compensatory hyperthyroidism which tends to 
assert itself in the second half of pregnancy. 

2. This hyperthyroidism may pass the limits of 
a strictly compensatory reaction and become 
pathologic. It may manifest itself in any stage of 
gestation and sometimes appears only after labor, 
as if the thyroid had been maintained in a natural 
state by the gestation. 

3. A previous hyperthyroidism is generally 
unfavorable for fecundation. If fecundation takes 
place the symptoms are frequently ameliorated but 
occasionally may increase, especially in the presence 
of mechanical pressure or a cardiac lesion. 

4. Hypothyroidism is even less favorable for 
fecundation. If fecundation occurs the symptoms 
may be ameliorated by the response of the thyroid 
gland to the stimulus of pregnancy, they may be 
aggravated if the gland cannot respond, or they 
may remain unchanged. 

5. There is a relationship between tetany and the 
state of gestation and between tetany and in- 
sufficiency of the parathyroids. 

6. A latent parathyroid insufficiency may be 
revealed by tetany during gestation. 

7. If a pregnancy occurs either in the hyper- 
thyroid or hypothyroid state it nearly always 
terminates normally. If complications develop 
they are usually manifested by symptoms of auto- 
intoxication such as albuminuria, oedema, etc. 

8. Certain children of mothers with a profound 
alteration of thyroid function have a predisposition 
to glandular disturbances which are not necessarily 
the same as the disturbances in the mother. 

The conclusions from the clinical studies are in 
general identical with those drawn from the 
experimental studies, especially those concerned 
with the diminution or absence of the thyroid or 
parathyroid function. The influence of the altera- 
tions on the human foetus, however, appears to be 
less marked. 

An extensive bibliography is appended. 

C. L. Hartsockx, M.D. 


LABOR AND ITS COMPLICATIONS 


Speidel, E.: An Analysis of the Potter Version. Am. 
J. Obst. & Gynec., 1922, iii, 150. 


Speidel discusses Potter version on the basis of a 
visit to Potter and a limited experience with his 
method in private and hospital practice. He sums 
up his opinion of Potter’s methods as follows: 

1. Potter version is such a decided improvement 
over all the old established procedures that it should 
supplant all other methods of performing podalic 
version. 
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2. The delivery of the child after the version has 
been performed is such a marked advance over the 
old methods of breech delivery that it should sup- 
plant the latter at once. 

3. Potter's effective treatment of the child at 
birth by gentle rational manipulations is so superior 
to the many rough treatments to which the asphyx- 
iated baby has been subjected heretofore that it 
should be used by every obstetrician. 

E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Balard, P.: Secondary Immediate Perineorrhaphy 
(La périnéorraphie immédiate sécondaire). Rev. 
frang. de gynéc. et d’obst., 1922, xvii, 12. 

By the term “secondary immediate perineor- 
rhaphy”’ Balard means any repair of the perineum 
made during the puerperium, whether a delayed im- 
mediate suture or repair following the failure of a 
perineorrhaphy done immediately after delivery. 

Secondary perineorrhaphy has its origin in the 
contra-indications and failures of primary imme- 
diate perineorrhaphy. The causes of rupture of a 
primary perineorrhaphy are varied and numerous. 
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Ordinarily the time for a secondary perineor- 
rhaphy is between the tenth and twentieth days. 
It varies, however, according to the conditions of 
the particular case, but the operation should not 
be undertaken until fever has been absent for at least 
three days. Favorable conditions will be hastened 
by careful attention to the vaginal discharge and the 
use of horse serum. 

The technique must be varied according to 
whether the perineal laceration is complete or in- 
complete. The patient should be prepared as for a 
surgical operation. Cocaine anesthesia is sufficient. 
The wound is first cleared of granulations with the 
curette and the freshening completed by resecting 
1 or 2 mm. of tissue from the edges of the tear. A 
cicatricial zone is thus removed and the two edges 
are prepared so that they will fit together sym- 
metrically. If the tear is complete it will be neces- 
sary to detach the vaginal septum from the rectum. 
Several rows of deep catgut sutures must be placed 
on the vaginal portion of the tear if it is complete, 
but only one row if it is incomplete. A serous 
myorrhaphy of the levators and a drawing together 
of the deep planes to obliterate dead spaces com- 
plete the intervention. W. A. BRENNAN. 
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ADRENAL, KIDNEY, AND URETER 


Wright, H. W. S.: A Study of the Surgical Pathol- 
ogy of Hypernephromata: With Special Refer- 
ence to Their Origin and Symptomatology. 
Brit. J. Surg., 1922, ix, 338. 

This article is based upon research regarding the 
pathology of tumors arising in the renal cortex of 
man and animals. The author emphasizes the fact 
that the diagnosis must be made from sections from 
different portions of the growth rather than from 
one section alone. Hypernephromata are rare, only 
six cases having been found among 10,500 cases of 
cancer, but they form 65 per cent of renal tumors. 
They occur with equal frequency on both sides of 
the body. Males are affected slightly more fre- 
quently than females. As a rule the growths develop 
between the fiftieth and sixtieth years of age but 
they have been found in childhood also. 

The most common initial sign is hematuria which 
occurs in 10 per cent of cases. Fever is frequently 
present even in the absence of infection, being due 
to the entrance into the blood stream of small 
amounts of foreign protein detached from the growth 
and causing an anaphylactic reaction. 

The hematuria is of two types: (1) small in 
amount, intimately mixed with the urine, and due 
probably to blocking of the smaller veins by the 
growth which causes hemorrhage into adjacent 
tubes; (2) profuse hematuria associated with the 
passage of clots and renal colic and due probably to 
involvement of the pelvis or invasion of one of the 
larger veins in the renal cortex. The second type 
usually occurs at a later stage than the first and is 
present in most cases. 

Another common sign of hypernephroma is pain. 
This is of three types: (1) renal aching, which is 
common to all cases in which there is blockage of the 
outlet; (2) renal colic associated with the passage 
of clots; and (3) acute attacks of pain in the kidney 
associated with extensive hemorrhage into the 
growth. In a study of his cases the author was un- 
able to find any definite relationship between the size 
of the growth and the pain complained of. 

Retention of urine, difficulty of micturition and 
frequency are rare symptoms. Tumor is a promi- 
nent clinical feature. In the diagnosis the author 
places most reliance upon the cystoscopic examina- 
tion, blood-urea estimations, and the indigocarmin 
test. The X-ray may also be of assistance. Em- 
phasis is placed upon the necessity of excluding 
chronic interstitial nephritis. 

The results of treatment of hypernephroma are 
not very encouraging. The great vascularity of the 
growth and its tendency to invade the renal vessels 
lavor dissemination by the blood stream. A study 


of the growth and macroscopic pathology of these 
tumors raises the hope that local recurrence may be 
prevented by a more thorough removal of the peri- 
renal fat. Examination of specimens showed little 
extra-renal infiltration but revealed invasion of the 
renal vein which was appreciable to the naked eye 
and made the prognosis almost hopeless. Speci- 
mens show that hypernephroma may occur in any 
part of the kidney. 

Macroscopically hypernephromata are distin- 
guished from other renal tumors by: (1) compressed 
renal tissue surrounding the growth and resembling a 
capsule; (2) the presence of yellow areas of degen- 
eration; and (3) hemorrhage and necrosis in the 
growths themselves. 

The growths vary greatly in size. In shape they 
are generally spherical. They are divided into seg- 
ments by fibrous trebecule each of which surrounds . 
an artery. Microscopic study shows that in struc- 
ture they are essentially papillary. Their appearance 
varies with the direction in which the sections are 
cut and the way the stroma runs. The shape and 
appearance of the cells vary greatly. From these 
variations several types may be distinguished: (1) 
those with a transverse perivascular arrangement; 
(2) those with a longitudinal perivascular arrange- 
ment; and (3) those of the looped capillary type. 

In conclusion Wright reviews the various main 
theories which have been put forward to explain 
the origin of hypernephromata. Grawitz believed 
they arose from suprarenal rests. Sudek and Stock 
traced their origin to the renal tubules. In Wilson’s 
opinion they develop from remnants of the wolffian 
bodies. Wright agrees with Sudek and Stock. 

The article gives case histories and numerous 
photographs of kidneys. M. R. Fiynn, M.D. 


Fronstein, R. M.: The Complications of Nephrec- 
tomy (Ueber bei Komplikationen bei Nephrek- 
tomie). Nautschnaja med., 1921, i, 819. 


One of the most frequent accidents in nephrec- 
tomy is the opening of the peritoneum. If suturing 
is done immediately, complications are usually 
avoided. In two cases of secondary nephrectomy 
for renal fistula, however, this injury resulted in a 
fatal peritonitis. 

The development of a fecal fistula is to be feared 
from the loosening of close adhesions to the colon. 
Therefore when such adhesions are present it is best 
to do a primary intestinal resection. In one case 
of renal tumor adherent to the cecum Martynoff 
performed a nephrectomy and at the same time 
resected the cecum and did an ileotransversostomy. 
The results were good. 

Intestinal gangrene is a rare complication of 
nephrectomy which is to be ascribed to lack of 
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gentleness on the part of the assistant who aids in 
displacing the kidney by pressure on the anterior 
abdominal wall. The author has not seen intestinal 
hemorrhage following nephrectomy. In 206 renal 
operations in Fedoroff’s clinic in Petrograd this 
complication occurred four times; it may be ex- 
plained as due to venous thrombosis of the mesen- 
tery. Injuries of the pleura, which are not very 
rare, may be followed by pneumothorax and empy- 
ema. If immediate suture is done, however, com- 
plications are avoided. 

Hemorrhage is the most dangerous complication 
of nephrectomy. Its source may be the normal 
renal vessels, supernumerary renal vessels, the vena 
cava, or the iliac artery. The renal pedicle should 
not be ligated as a whole; the ureter should always 
be isolated and the artery and vein tied separately 
as otherwise there is great danger of slipping of the 
ligature. Special renal clamps which are allowed to 
remain in the wound are not absolutely safe as 
haemorrhages have occurred even after a clamp has 
been kept in position for three days. The possible 
presence of supernumerary renal arteries should 
always be taken into consideration. With regard 
to injuries of the vena cava the author states that 
he has collected twenty-five cases from the litera- 
ture, twelve of which ended in recovery and thirteen 
of which were fatal. The means used to stop the 
hemorrhage were tamponade twice (both patients 
recovered), the application of a clamp to the rupture 
in five cases (two recoveries and three deaths), 
parietal jligation in three cases (one recovery and 
two deaths), parietal suture in eight cases (two re- 
coveries and six deaths), double ligation of the vena 
cava in six cases (all of the patients recovered), and 
simple ligation twice (both patients died). 

The retrograde emptying of the urine from the 
bladder through the stump of the ureter is a rare com- 
plication. This is caused by dilatation of the ureter 
and vesical spasm, especially in tuberculosis of the 
bladder. Operative interference has been necessary 
for this complication only in very rare instances. 

From time to time sacculated suppurations requir- 
ing surgical treatment have been found in the stump 
of the ureter following nephrectomy for pyonephro- 
sis. The author reports such a case in which three 
operations were done. The ureteral stump must 
be given very careful attention, especially in tuber- 
culosis of the kidney, as otherwise obstinate fistule 
frequently result. Extensive or even total resection 
of the ureter is not good treatment for this complica- 
tion as these operations are major procedures and 
they do not positively prevent the formation of 
fistula since occasionally tuberculous foci are pres- 
ent in the bladder itself. Therefore the ureter 
should be resected only so far as it can be done with- 
out difficulty and the stump should be doubly 
ligated with catgut, crushed witha clamp, and burned 
through with the thermocautery. 

The most important and well known complication 
-ollowing nephrectomy is anuria due to functional 
-eficiency of the remaining kidney. Even when the 
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most accurate functional tests are made, such an 
occurrence cannot be excluded with absolute cer- 
tainty. The author reports a case of this kind from 
his own experience. Following a gunshot injury of 
the right kidney, the left kidney showed good func- 
tion (no albumin in the urine and normal values jn 
the phlorizin and indigocarmin tests), but anuria 
occurred after nephrectomy performed under mor- 
phine-ether anwsthesia. Edebohls’ decapsulation 
of the kidney was done after thirty-nine hours }ut 
death followed sixteen hours later. Autopsy showed 
an acute parenchymatous nephritis. 

In conclusion, Fronstein mentions as a complica- 
tion of nephrectomy the presence of blood in the 
urine during the first few days following the opera- 
tion. The systematic search for blood corpuscles 
in the urine after nephrectomy showed their con- 
stant presence during the first four or five days, even 
when the other kidney was normal. Perrrorr (Z) 


Sanes, K. I.: Ureteral Obstruction: Failure to 
Recognize the Condition as a Frequent Cause 
of Unnecessary Operation. J. Am. M. Ass., 1922, 
Ixxviii, 475. 

Ureteral obstruction, though not uncommon, is 
frequently overlooked. Its disturbances, therefore, 
are often misinterpreted and improperly treated. 
The author reports three cases and discusses some 
of the causes of diagnostic errors. Failure to recog- 
nize ureteral obstruction is due chiefly to the variety 
of its causes and secondary urological changes, and 
to the anatomical relations of the ureter to adjacent 
organs. Sanes has found that of all the abdominal 
organs the appendix is most commonly involved 
in such diagnostic errors. Next most frequently 
involved are the pelvic organs in the female because 
of their relation to the ureters and the not uncom 
mon exacerbation of ureteral disturbances during 
menstrual periods. Disturbances caused by ureteral 
obstruction are incorrectly attributed also to dis- 
eases of the rectum, colon, ileum, seminal vesicles, 
etc. 

The author calls attention to the importance of 
good clinical histories, a physical examination of the 
urinary tract and organs adjacent to the ureter, 
careful urinalysis, and an investigation of the 
urinary tract with the aid of cystoscopy and urog- 
raphy. Diagnostic measures in ureteral obstruction 
are discussed in detail. Sanes regards urography a: 
the most valuable aid in the diagnosis of uretera! 
obstruction. kK. F. Hess, M.D. 


BLADDER, URETHRA, AND PENIS 


Nordmann, O.: Obliteration of a Vesicorectal Fis- 
tula and the Repair of a Defect in the Urethra 
(Geheilte Blasen-Mastdarmfistel und Ersatz cines 
Harnroehrendefektes). Zischr. f. Urol., 1921, 
473- 

Nordmann reports the case of a 9-year-old boy on 
whom he had operated immediately after birth for 
congenital atresia of the anus situated very high 
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up. He found at that time a cloaca formed by the 
bladder and rectum. Between the two organs 
was a wide communication. As the sphincter 
muscle was incomplete, urine subsequently drained 
through the anus. The urethra was normally 
formed and opened into the bladder. 

During the war an attempt was made by another 
surgeon to close the hole in the bladder by a plastic 
operation. The attempt was unsuccessful and a 
portion of the urethra in front of the bladder for an 
extent of about 3 cm. was so far destroyed by secon- 
dary infection that subsequently the urethra ended 
blindly at the perineum. 

Nordmann first established an artificial anus on 
the left side in order to obtain a clean operative field 
at the anus. From the skin of the perineum he made 
a substitute for the missing portion of the urethra 
and thus re-established its continuity to a point 
close to the opening in the bladder. He then fash- 
ioned a large pedunculated flap from the left gluteal 
region, turned it about, and fixed it over the hole in 
the bladder. After the operative wound had healed 
the artificial anus was closed. The boy is now able to 
retain his stool and the urethral passage is clear but 
he is obliged to wear a urinal. DenckKs (Z). 


Scholl, A. J., Jr.: Histology and Mortality in Cases 
of Tumor of the Bladder. Surg., Gynec. & Obst., 
1922, XXxiv, 189. 

Three hundred and thirty-three bladder tumors 
removed from patients at the Mayo Clinic were 
reviewed in an effort to determine the mortality of 
the various histologic types of neoplasm. In 262 
of the 333 cases complete postoperative records were 
obtainable. 

Papilloma and epithelioma. Of 168 tumors orig- 
inating in the bladder mucosa, seventy-one were 
malignant and three benign papillomata, while 
ninety-four were either solid epitheliomata or 
carcinomata; all were removed surgically. Of the 
three patients with benign papilloma, two are 
living six years after the operation, and one four 
years after the operation. 

Twenty-six (36.6 per cent) of the patients with 
malignant papillomata are dead after an average 
duration of life of eleven and one-half months, 
while the remaining forty-five (43.3 per cent) have 
lived an average of two years and three months. 

Sixty-seven (71.2 per cent) of the ninety-four 
patients with solid carcinoma are dead after an 
average duration of life of seven and one-half months. 
The other twenty-seven patients (28.8 per cent) who 
are alive have lived on an average three years and 
three months. 

In either type of malignancy, patients surviving 
the first year have a fairly good chance of ultimate 
recovery. 

Squamous-cell carcinoma. Of the series of 262 
cases, six were cases of squamous-cell carcinoma; 
three of these were inoperable. The average dura- 
tion of symptoms was only three months. In one of 
the three operable cases a recurrence appeared with- 
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in four months after operation and the patient died 
eight months later. The second patient died six 
months after operation. The third is living and 
well nine years after operation. This is an extremely 
malignant type of tumor. The onset is insidious 
and in most cases the growth is not discovered until 
it has infiltrated the bladder wall extensively. 

Adenoma and adenocarcinoma. Five adenocar- 
cinomata were found in the series. One of these pa- 
tients died two years after operation and one had a 
recurrence in two years. Of the remaining three, who 
today are well, two were operated upon six months 
ago, and one, two years ago. The majority of tumors 
of this type occur in the upper portions of the blad- 
der. They are slow to metastasize and if a complete 
resection is done the chance for recovery is good. 

Angioma. There were three cases of angioma. 
One patient, a girl of 7 years, died of hemorrhage 
from a tumor growing from the bladder to the 
rectum. The second patient was a man 76 years of 
age whose growth was inoperable. The third pa- 
tient, a girl 19 years of age, had a large tumor in the 
dome of the bladder but is now living and well five 
years after the removal of the growth. Angiomata 
have a tendency to bleed readily. In some cases 
they grow to enormous size, causing distress by 
pressure on neighboring structures. 

Myoma. These tumors were uncommon, only 
one being seen in the series of cases reviewed. 
This was found in the case of a man 50 years old 
who is now living and well eight years after opera- 
tion. Myomata are frequently mistaken for ex- 
travesical growths because they are covered by 
fairly normal bladder mucosa. 

Myxoma. Two specimens of myxoma were noted 
in the series. One occurred in a child of 2 years who 
died two months after its removal. The other was 
found in a child of 16 months and was inoperable; 
death followed nine days after operation. 

Sarcoma. The single sarcoma in the entire series 
was inoperable and was observed in a woman 39 
years of age who died two years after exploratory 
operation. Cases of sarcoma and myxoma are very 
poor surgical risks; death occurred in over 50 per 
cent of the reported cases within six months after 
operation. G. H. Jackson, Jr., M.D. 


Stellwagen, T. C., Jr.: The Surgical Treatment of 
Papilloma of the Bladder. Therap. Gaz., 1922, 
xlvi, 77. 

Stellwagen opens the bladder in the usual manner 
and destroys the growth by cutting, snaring, ful- 
gurating, or cooking. He prefers as thorough re- 
section as possible followed by cooking. In cooking 
the growth, and especially its margins, he uses cau- 
teries made of copper, in reality soldering irons, of 
sufficient bulk to retain the proper degree of heat for 
a sufficiently long period. He prefers this method 
of cauterizing to fulguration or electrocauterization. 

The article is summarized as follows: 

Most papillomata of large size are either already 
malignant or undergoing malignant change. 
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gentleness on the part of the assistant who aids in 
displacing the kidney by pressure on the anterior 
abdominal wall. The author has not seen intestinal 
hemorrhage following nephrectomy. In 206 renal 
operations in Fedorofi’s clinic in Petrograd this 
complication occurred four times; it may be ex- 
plained as due to venous thrombosis of the mesen- 
tery. Injuries of the pleura, which are not very 
rare, may be followed by pneumothorax and empy- 
ema. If immediate suture is done, however, com- 
plications are avoided. 

Hemorrhage is the most dangerous complication 
of nephrectomy. Its source may be the normal 
renal vessels, supernumerary renal vessels, the vena 
cava, or the iliac artery. The renal pedicle should 
not be ligated as a whole; the ureter should always 
be isolated and the artery and vein tied separately 
as otherwise there is great danger of slipping of the 
ligature. Special renal clamps which are allowed to 
remain in the wound are not absolutely safe as 
hemorrhages have occurred even after a clamp has 
been kept in position for three days. The possible 
presence of supernumerary renal arteries should 
always be taken into consideration. With regard 
to injuries of the vena cava the author states that 
he has collected twenty-five cases from the litera- 
ture, twelve of which ended in recovery and thirteen 
of which were fatal. The means used to stop the 
hemorrhage were tamponade twice (both patients 
recovered), the application of a clamp to the rupture 
in five cases (two recoveries and three deaths), 
parietal jligation in three cases (one recovery and 
two deaths), parietal suture in eight cases (two re- 
coveries and six deaths), double ligation of the vena 
cava in six cases (all of the patients recovered), and 
simple ligation twice (both patients died). 

The retrograde emptying of the urine from the 
bladder through the stump of the ureter is a rare com- 
plication. This is caused by dilatation of the ureter 
and vesical spasm, especially in tuberculosis of the 
bladder. Operative interference has been necessary 
for this complication only in very rare instances. 

From time to time sacculated suppurations requir- 
ing surgical treatment have been found in the stump 
of the ureter following nephrectomy for pyonephro- 
sis. The author reports such a case in which three 
operations were done. The ureteral stump must 
be given very careful attention, especially in tuber- 
culosis of the kidney, as otherwise obstinate fistule 
frequently result. Extensive or even total resection 
of the ureter is not good treatment for this complica- 
tion as these operations are major procedures and 
they do not positively prevent the formation of 
fistula since occasionally tuberculous foci are pres- 
ent in the bladder itself. Therefore the ureter 
should be resected only so far as it can be done with- 
out difficulty and the stump should be doubly 
ligated with catgut, crushed witha clamp, and burned 
through with the thermocautery. 

The most important and well known complication 
-ollowing nephrectomy is anuria due to functional 
-eficiency of the remaining kidney. Even when the 
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most accurate functional tests are made, such an 
occurrence cannot be excluded with absolute cer- 
tainty. The author reports a case of this kind from 
his own experience. Following a gunshot injury of 
the right kidney, the left kidney showed good func- 
tion (no albumin in the urine and normal values in 
the phlorizin and indigocarmin tests), but anuria 
occurred after nephrectomy performed under mor- 
phine-ether anesthesia. Edebohls’ decapsulation 
of the kidney was done after thirty-nine hours }ut 
death followed sixteen hours later. Autopsy showed 
an acute parenchymatous nephritis. 

In conclusion, Fronstein mentions as a complica- 
tion of nephrectomy the presence of blood in the 
urine during the first few days following the opera- 
tion. The systematic search for blood corpuscles 
in the urine after nephrectomy showed their con- 
stant presence during the first four or five days, even 
when the other kidney was normal. Perrorr (Z). 


Sanes, K. I.: Ureteral Obstruction: Failure to 
Recognize the Condition as a Frequent Cause 
of Unnecessary Operation. J. Am. M. Ass., 1922, 
Ixxviii, 475. 

Ureteral obstruction, though not uncommon, is 
frequently overlooked. Its disturbances, therefore, 
are often misinterpreted and improperly treated. 
The author reports three cases and discusses some 
of the causes of diagnostic errors. Failure to recog- 
nize ureteral obstruction is due chiefly to the variety 
of its causes and secondary urological changes, and 
to the anatomical relations of the ureter to adjacent 
organs. Sanes has found that of all the abdominal 
organs the appendix is most commonly involved 
in such diagnostic errors. Next most frequently 
involved are the pelvic organs in the female because 
of their relation to the ureters and the not uncom 
mon exacerbation of ureteral disturbances during 
menstrual periods. Disturbances caused by ureteral 
obstruction are incorrectly attributed also to dis- 
eases of the rectum, colon, ileum, seminal vesicles, 
etc. 

The author calls attention to the importance of 
good clinical histories, a physical examination of the 
urinary tract and organs adjacent to the ureter, 
careful urinalysis, and an investigation of the 
urinary tract with the aid of cystoscopy and urog- 
raphy. Diagnostic measures in ureteral obstruction 
are discussed in detail. Sanes regards urography as 
the most valuable aid in the diagnosis of uretera] 
obstruction. E. F. Hess, M.D. 


BLADDER, URETHRA, AND PENIS 


Nordmann, O.: Obliteration of a Vesicorectal Fis- 
tula and the Repair of a Defect in the Urethra 
(Geheilte Blasen-Mastdarmfistel und Ersatz eines 
Harnroehrendefektes). Zischr. f. Urol., 1921, x\, 
473- 

Nordmann reports the case of a 9-year-old boy on 
whom he had operated immediately after birth for 
congenital atresia of the anus situated very high 
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up. He found at that time a cloaca formed by the 
bladder and rectum. Between the two organs 
was a wide communication. As the sphincter 
muscle was incomplete, urine subsequently drained 
through the anus. The urethra was normally 
formed and opened into the bladder. 

During the war an attempt was made by another 
surgeon to close the hole in the bladder by a plastic 
operation. The attempt was unsuccessful and a 
portion of the urethra in front of the bladder for an 
extent of about 3 cm. was so far destroyed by secon- 
dary infection that subsequently the urethra ended 
blindly at the perineum. 

Nordmann first established an artificial anus on 
the left side in order to obtain a clean operative field 
at the anus. From the skin of the perineum he made 
a substitute for the missing portion of the urethra 
and thus re-established its continuity to a point 
close to the opening in the bladder. He then fash- 
ioned a large pedunculated flap from the left gluteal 
region, turned it about, and fixed it over the hole in 
the bladder. After the operative wound had healed 
the artificial anus was closed. The boy is now able to 
retain his stool and the urethral passage is clear but 
he is obliged to wear a urinal. Dencxs (Z). 


Scholl, A. J., Jr.: Histology and Mortality in Cases 
of Tumor of the Bladder. Surg., Gynec. & Obst., 
1922, Xxxiv, 189. 

Three hundred and thirty-three bladder tumors 
removed from patients at the Mayo Clinic were 
reviewed in an effort to determine the mortality of 
the various histologic types of neoplasm. In 262 
of the 333 cases complete postoperative records were 
obtainable. 

Papilloma and epithelioma. Of 168 tumors orig- 
inating in the bladder mucosa, seventy-one were 
malignant and three benign papillomata, while 
ninety-four were either solid epitheliomata or 
carcinomata; all were removed surgically. Of the 
three patients with benign papilloma, two are 
living six years after the operation, and one four 
years after the operation. 

Twenty-six (36.6 per cent) of the patients with 
malignant papillomata are dead after an average 
duration of life of eleven and one-half months, 
while the remaining forty-five (43.3 per cent) have 
lived an average of two years and three months. 

Sixty-seven (71.2 per cent) of the ninety-four 
patients with solid carcinoma are dead after an 
average duration of life of seven and one-half months. 
The other twenty-seven patients (28.8 per cent) who 
are alive have lived on an average three years and 
three months. 

In either type of malignancy, patients surviving 
the first year have a fairly good chance of ultimate 
recovery. 

Squamous-cell carcinoma. Of the series of 262 
cases, six were cases of squamous-cell carcinoma; 
three of these were inoperable. The average dura- 
tion of symptoms was only three months. In one of 
the three operable cases a recurrence appeared with- 
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in four months after operation and the patient died 
eight months later. The second patient died six 
months after operation. The third is living and 
well nine years after operation. This is an extremely 
malignant type of tumor. The onset is insidious 
and in most cases the growth is not discovered until 
it has infiltrated the bladder wall extensively. 

Adenoma and adenocarcinoma. Five adenocar- 
cinomata were found in the series. One of these pa- 
tients died two years after operation and one had a 
recurrence in two years. Of the remaining three, who 
today are well, two were operated upon six months 
ago, and one, two years ago. The majority of tumors 
of this type occur in the upper portions of the blad- 
der. They are slow to metastasize and if a complete 
resection is done the chance for recovery is good. 

Angioma. There were three cases of angioma. 
One patient, a girl of 7 years, died of hemorrhage 
from a tumor growing from the bladder to the 
rectum. The second patient was a man 76 years of 
age whose growth was inoperable. The third pa- 
tient, a girl 19 years of age, had a large tumor in the 
dome of the bladder but is now living and well five 
years after the removal of the growth. Angiomata 
have a tendency to bleed readily. In some cases 
they grow to enormous size, causing distress by 
pressure on neighboring structures. 

Myoma. These tumors were uncommon, only 
one being seen in the series of cases reviewed. 
This was found in the case of a man 50 years old 
who is now living and well eight years after opera- 
tion. Myomata are frequently mistaken for ex- 
travesical growths because they are covered by 
fairly normal bladder mucosa. 

Myxoma. Two specimens of myxoma were noted 
in the series. One occurred in a child of 2 years who 
died two months after its removal. The other was 
found in a child of 16 months and was inoperable; 
death followed nine days after operation. 

Sarcoma. The single sarcoma in the entire series 
was inoperable and was observed in a woman 39 
years of age who died two years after exploratory 
operation. Cases of sarcoma and myxoma are very 
poor surgical risks; death occurred in over 50 per 
cent of the reported cases within six months after 
operation. G. H. Jackson, Jr., M.D. 


Stellwagen, T. C., Jr.: The Surgical Treatment of 
Papilloma of the Bladder. Therap. Gaz., 1922, 
xlvi, 77. 

Stellwagen opens the bladder in the usual manner 
and destroys the growth by cutting, snaring, ful- 
gurating, or cooking. He prefers as thorough re- 
section as possible followed by cooking. In cooking 
the growth, and especially its margins, he uses cau- 
teries made of copper, in reality soldering irons, of 
sufficient bulk to retain the proper degree of heat for 
a sufficiently long period. He prefers this method 
of cauterizing to fulguration or electrocauterization. 

The article is summarized as follows: 

Most papillomata of large size are either already 
malignant or undergoing malignant change. 
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Fulguration is an excellent procedure for a benign 
growth that can be properly fulgurated. 

The actual cautery in the form of a modified 
copper soldering iron gives better control of the 
cooking than the electric cautery and does it more 
thoroughly. 

It is well to remove as much of the base of the 
papilloma and bladder wall as is consistent with 
good surgery. J. S. Etsenstaept, M.D. 


GENITAL ORGANS 


Cecil, A. B.: Perineal Prostatectomy: A Detailed 
Study of 100 Consecutive Cases. J. Urol., 1921, 
Vi, 399. 

This statistical study is very comprehensive. Of 
one hundred and three patients who presented 
themselves, 100 were operated upon. Two deaths 
occurred during preliminary treatment. One pa- 
tient, who was refused operation, died two weeks 
later. The youngest patient was 52 years of age; 
the oldest, 90 years and 4 months. Ten were over 
80 years. The greatest number were between 65 and 
69 years. The average age was 68.7 years. One 
patient over go years of age lived three years follow- 
ing the prostatectomy. 

The time of onset of the trouble varied. Nine 
per cent of the patients had noted nothing unusual 
until the preceding year. Eleven per cent had had 
trouble for ten years, and 8 per cent had had trouble 
for from sixteen to twenty years. 

In 65 per cent of the cases the first symptom was 
frequency; in 43 per cent, difficulty; in 18 per cent, 
pain; in 3 per cent, incontinence of urine; and in 
3 per cent, complete retention. 

Residual urine was present in 95 per cent of the 
cases. In one the amount was 4,750 c.cm. In 9 
per cent it was 1,000 c.cm. or more, and in 27 per 
cent, 500 c.cm. or more. Rectal examination 
revealed no enlargement in 13 per cent, moderate 
enlargement in 53 per cent, dnd decided enlarge- 
ment in 28 per cent. In 6 per cent the gland was 
smaller than normal. 

In ninety-three cases preliminary treatment was 
carried out by the retention catheter or by a 
retention catheter combined with intermittent 
catheterization. In two cases preliminary treat- 
ment consisted of intermittent catheterization 
alone. Two cases had suprapubic drainage at the 
time they were first seen; in four cases suprapubic 
drainage was effected by Cecil; in two cases pre- 
liminary drainage was obtained by means of a 
retention catheter plus suprapubic drainage; and 
in two cases no preliminary treatment was given. 
Thirty-two per cent of cases were drained for be- 
tween two and four weeks. One case had catheter 
drainage for sixteen months. Fifty per cent of the 
patients were out of bed during the entire time of 
the preliminary treatment. Fifty-one per cent de- 
veloped fever during this time. 

Young’s operation was performed in every case. 
The essentials are: (1) the preservation of the 


external sphincter; (2) proper exposure of the 
prostate by taking advantage of the fascia of Denon- 
villier. After exposure of the prostate an attempt is 
made to preserve the prostatic urethra by the 
original lateral incisions of Young through the 
posterior lobe of the prostate, outlining the ejacula- 
tory bridge and the prostatic urethra, or by throw- 
ing back a triangular portion of the prostate, or by 
means of a single lateral incision, enucleation of the 
adenoma, and tearing away of part of the prostatic 
urethra in one mass. To stop oozing Cecil packs the 
vesicle neck with kephalin gauze. The drainage tube 
he removes within twenty-four hours. 

In 5 per cent of cases the wound closed before the 
ninth day; in 22 per cent, before the fourteenth day; 
in 51 per cent, before the nineteenth day; and in 74 
per cent, before the twenty-fourth day. In one case 
closure required one hundred and thirty-three days. 
In one case permanent incontinence resulted. There 
were eleven cases of cancer. 

The mortality of prostatectomy in this series was 
2 per cent. H. W. E. WattHerR M.D. 


Martin, A. P.: The Verumontanum—A Clinical 
Study (El verumontanum—estudio clinico). Espaia 
med., 1922, xii, 3. 

The author gives a detailed description of the 
verumontanum from embryological, anatomical, and 
functional points of view. He considers it the most 
important portion of the posterior urethra. All 
infections of the posterior portion of the urethra 
affect the verumontanum more or less, and in many 
cases the verumontanum is itself the site of infection, 
such infection being regarded as a distinct pathologic 
entity known as “‘ verumontanitis.”’ 

The verumontanum is to the seminal vesicles what 
the tongue is to the upper portion of the digestive 
tract. Formerly the prostate gland was considered 
the focus responsible for chronic urethritis, but 
recently this belief has lost some ground because 
chronic prostatitis is not quite as frequent as in 
former years and in the majority of the cases treated 
by massage a careful endoscopic exploration reveals 
the lesion in the verumontanum. 

In all cases of chronic posterior urethritis the 
prostatic urethra and especially the verumontanum 
should be carefully examined. As the verumontanum 
is richly supplied with nerves, infections of this 
anatomical structure have a decided effect on the 
entire nervous system. Great difficulties are en- 
countered in the diagnosis of diseases of the veru- 
montanum because of confusing symptoms which 
often lead to the belief that the seat of the trouble is 
in neighboring parts such as the remainder of the 
posterior urethra, the prostate. and the seminal 
vesicles. Hence the necessity for careful endo 
scopic examination. 

The verumontanum may give rise to urinary 
symptoms. The author cites two cases illustrating 
this fact. In the first, the infection caused such 
severe pain during micturition and so many symp- 
toms of vesicle irritation that he was led to the 
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belief that cystitis was present. Cystoscopic 
examination revealed an inflamed verumontanum 
which filled all the posterior urethra and bled very 
easily. The other case was that of a patient of 
middle age who for four years had suffered with 
retention of urine following nervous exertion. 
Endoscopic examination revealed an enormous 
verumontanum which obstructed the prostatic 
urethra. 

In discussing the treatment the author advises 
the local application through the endoscope of a 
solution of silver nitrate. Only in very persistent 
cases should the solution be stronger than a 10 per 
cent solution. Tincture of iodine, if used at all, 
should be diluted and used with care as it causes a 
strong reaction with hematuria, tenesmus, stran- 
guria, and even complete retention. 

Recently Martin has obtained such satisfactory 
results with fulguration that he believes this 
method will eventually supersede all others. 

P. R. CAsEtzas, M.D. 


Corbus, B. C., and O’Conor, V. J.: The Familial 

Occurrence of Undescended Testes; Report of 

Six Brothers with Testicular Anomalies. Surg., 
Gynec. & Obst., 1922, Xxxiv, 237. 

Corbus and O’Conor report briefly the history 

and physical condition of a Russian man and wife 

and their family of six boys and two girls. Both 


parents were physically normal. Each one of the 
six boys has some defect in the development of the 
external sexual organs varying from an unilateral 
undescended testis to bilateral undescended testes, 
one of which is intra-abdominal. In every instance 
one or both testes is undescended. 
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One of the girls is apparently normal while the 
other, who is 15 years old, has never menstruated 
and has distinctly masculine characteristics. 

The hereditary tendency in cryptorchidism both 
in human beings and in domestic animals has long 
been recognized. Heredity and peritoneal adhesions 
are mentioned as the only accepted etiological 
factors. Harry Cutver, M.D. 


Molla, V. M.: Perineal Section (La talla perineal). 
Med. Ibera, 1921, xv, 439. 


Molla states that perineal section has been prac- 


_ticed since ancient times in diseases with calculus 


formation. It was described by Hippocrates. From 
Hippocrates until the time of Celsus no improve- 
ment was made in the technique. Celsus performed 
transverse perineal section. 

Amonius of Alexandria practiced perineal tritura- 
tion of large calculi. Two centuries later than 
Celsus, Antyllus recommended that the incision be 
made above the neck of the bladder rather than over 
its body. Aetius invented a special bistoury for the 
sectioning of the deep tissues in the transverse per- 
ineal section of Celsus. This was the precursor of 
the lithotome of Fray Cosme. Paul of Aegina made 
a lateral oblique incision in the perineum. 

These modifications were the forerunners of all 
present-day methods of perineal section. They per- 
sisted to the fifteenth century when Guy de Chauliac 
abandoned them and turned back to the original 
transverse section of Celsus. The hypogastric sec- 
tion was used most frequently in the seventeenth 
century but in the eighteenth century was super- 
seded by the perineal section, especially in France 
and Spain. W. A. BRENNAN. 
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King, J. J.: Total Blindness of Both Eyes Cured by 
Drainage of Sphenoid and Ethmoid Cells. /. 
Am. M. Ass., 1922, \xxviii, 508. 

King reports the case of a woman, aged 50 years, 
who had symptoms referable to sphenoid and eth- 
moid disease over a period of four months. A 
decrease in visual acuity in the right eye for four 
days terminated in total blindness at the end of the 
fourth day. 

Kelly, to whom the patient was referred, reported 
that the pupil of the right eye was moderately 
dilated and immobile and showed no consensual 
reaction. Vision was nil, even perception of light 
being absent. The fundus was normal. 

In the roentgenograms of the sinuses made by 
Dixon the right ethmoids and both antrums were 
cloudy, but the left ethmoids were fairly clear. In 
lateral plates the ethmoids and sphenoidal regions 
were cloudy. 

On the evening of the day of observation King 
did a simple exenteration of the anterior and pos- 
terior cthmoids and removed the anterior inferior 
wall of the sphenoid. Three days later Hunt 
reported negative neurological findings, but a Was- 
sermann test was four plus positive. 


Five days after the operation vision had improved, 
the patient being able to count fingers at 2% ft. 
Seven days after the operation treatment for syphilis 


was instituted. At the end of two weeks vision 
was improved to 20/40. 

Eleven days after the operation on the right eye 
the patient complained of decreasing visual acuity 
in the left eye. Sight completely failed in a few 
days, regardless of specific treatment for a period of 
two weeks. Following an operation on the left 
sinus, vision promptly cleared to 20/40. 

On the basis of this case King concludes that in 
sinus disease affecting vision operation must be per- 
formed early if sight is to be restored. 

James P. Fitzcerarp, M.D. 


White, L. E.: Aeration of the Posterior Accessory 
Sinuses in Acute Optic Neuritis. Boston M. 
& S.J., 1922, clxxxvi, 172. 

After a careful study of accessory sinuses and 
numerous cases with interesting findings White 
draws the following conclusions: 

The optic nerve is in close relationship only to 
the sphenoidal sinus and the posterior ethmoidal cell. 

In order to reach the tissue adjacent to it the 
direct and logical route is through these structures 
and not through the entire ethmoidal labyrinth. 

The diagnosis of acute optic neuritis can some- 
times be made from the symptoms alone, while at 


other times it can be determined only after the most 
careful and painstaking study. Roentgenograms are 
usually disappointing. Great care is necessary to 
exclude brain tumors. 

No one etiological condition is responsible for all 
cases. Purulent infections may account for a few 
but there are many in which the infection is non- 
suppurative. Poor ventilation and faulty drainage 
are all-important predisposing factors. The size 
and position of the middle and superior turbinates 
are of great importance in aeration of the posterior 
sinuses. 

White enumerates the causes of the pathology as 
follows: 

1. The direct extension of acute and subacute in 
fections spreading to the optic nerve by continuity 
of structure. 

2. Toxemia. The optic nerve may be involved 
by toxins originating in the accessory sinuses. 

3. Bacteremia. Micro-organisms may be car- 
ried from the sinuses to the optic nerve by way of 
the blood stream or lymph channels. 

4. Hyperplasia. This is a predisposing factor of 
considerable importance as it tends to render the 
accessory sinuses more vulnerable. 

5. Anaphylaxis. There seems to be a similarity 
between optic neuritis and certain anaphylactic 
reactions comparable to asthma and hay fever. As 
sinus infections cause asthma, it is conceivable that 
they might also produce engorgement about the 
optic nerve. 

The prognosis depends on the duration and extent 
of the loss of vision, the condition of the fundus, and 
the virulence of the infection. 

In acute swelling of the middle or superior turbi- 
nate, treatment to cause the subsidence of the swell- 
ing is indicated. In cases of chronic enlargement 
turbinectomy is necessary. 

Acute inflammation is frequently followed by 
spontaneous recovery. 

In chronic thickening of the turbinates there is 
probably some change in the lining of the accessory 
sinuses. In such cases, following the removal of the 
middle turbinate, White removes the front wall o! 
the sphenoid and uncaps the posterior ethmoid wall 
to obtain aeration. 

If the removal of all foci of infection, such as 
teeth, tonsils, etc., is followed by proper aeration « 
complete ethmoid exenteration is unnecessary. 

James P. FirzGeratp, M.D. 
Marx, E.: 


of the Superior Maxilla in Infants. 
Ophth., 1922, vi, 25. 


Eye Symptoms Due to Osteomyelitis 
Brit. J. 


The author tabulates thirty-five cases found in 
a careful search of the literature an 1 describes cer 
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tain serious and probably frequent errors that are 
made in the diagnosis and treatment. 

The eye signs found were: swelling of the lower 
eyelid, conjunctivitis, exophthalmos, fistula in the re- 
gion of the lachrymal sac or the lower eyelid, abscess 
of the lower eyelid, and swelling of the vessels of the 
retina. Marx states that it is easy to confuse a 
purulent dacryocystitis with fistula formation with 
an osteomyelitis of the superior maxilla and it is 
essential that the examiner be careful in inspecting 
the canaliculi. 

Of the thirty-five cases tabulated eighteen were 
cured. Ten of the patients died and the results in 
seven cases are not known. The author theorizes 
interestingly as to the causes of the osteomyelitis but 
states that too little work has been done to warrant 
any general conclusions. T. D. ALLEN. M.D. 


Lopez, C. J., Ribon, V., and Chavarria, A. P.: 
Melanotic Epithelioma of the Conjunctiva 
(Epithelioma melanico de la conjuntiva). Siglo 
méd., 1922, \xix, 174. 


A man of 38 years who was operated upon by the 
authors had a small, deeply pigmented tumor in the 
internal angle of the right eye which had been 
noticed for the first time about eight months pre- 
viously. The tissues surrounding the tumor were 
very vascular and there was intense conjunctival 
irritation. The tumor was diagnosed by Lopez as 
a melanotic conjunctival epithelioma. 

The tumor was completely resected under co- 
caine-adrenalin anesthesia in a manner similar to 
the removal of a pterygium. The patient left the 
hospital apparently cured but ultimately a recur- 
rence will probably develop necessitating the re- 
moval of the eye. Histologic examination of the 
removed tumor confirmed the pre-operative diag- 
nosis of melano-epithelioma. W. A. BRENNAN. 


Moller, P.: Metastasizing Sarcoma Following For- 
eign Body in the Conjunctiva (Metastasier- 
endes Sarkom nach Fremdkoerper der Conjunctiva). 
Ugesk. f. Laeger, 1921, \xxxiii, 1239. 

A 47-year-old man had a splinter of wood lodge 
in the left conjunctival sac. Between two and 
three months later he noticed irritation with secre- 
tion and pain. A papillomatous tumor was found, 
which contained a fragment of the splinter. 

There were three recurrences following excision. 
Metastases then formed rapidly in the glands in 
front of the ear and then in those of the neck and 
axilla and around the umbilicus. Soon there was 
general subcutaneous extension, even to the neck 
of the left femur. Death occurred at the end of 
three and a half years. The metastases in the glands 
yielded to X-ray treatment, but those in other parts 
of the body progressed. 

Microscopically the tumor was a large round- 
celled sarcoma. Sarcomata of the conjunctiva are 
rare. According to Graefe and Saemisch, they have 
been observed occasionally following injury. 

Drauont (Z). 
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Herbert, H.: The After-Treatment of Small-Flap 
Sclerotomy. Brit. J. Ophth., 1922, vi, 65. 

Herbert states that his failures in small-flap 
sclerotomy were due to beginning massage too late. 
He now believes the application of gentle, sustained 
finger pressure through the lower lid may be begun 
on the afternoon or the evening of the day of opera- 
tion and repeated two or three times daily, the an- 
terior chamber being partly emptied. 

After the first few hours the patient should be 
encouraged to keep his eyes open and to blink fre 
quently. A pad over the eye operated upon may 
be necessary for the first night or two but during the 
day only a shield should be worn. 

The author retracts his recent suggestion to re- 
strict the small-flap operation to cases of plus ten- 
sion that can be reduced by eserin. 

He believes that surgeons are too easily satisfied 
with trephining, and cites cases in which the ele- 
vated remains of conjunctiva over the dark scleral 
opening became progressively thinner. 

In conclusion he points out the recently limited 
return to the small-flap sclerotomy, and expresses 
the hope that with the help of the after-treatment 
suggested the movement may be widely revived, 
not that this operation is the ultimate solution of 
the glaucoma problem but because it is a partial 
settlement which is practical until a technical detail 
is discovered that will make “ideal sclerotomy”’ 
acceptable. 

In advanced cases of glaucoma in which the sclero- 
corneal wound heals more or less firmly other treat- 
ment is necessary. James P. Firzceratp, M.D. 


Smith, H.: Glaucoma (Simple—Chronic). Practi- 


tioner, 1922, Cviii, 131. 

Until more is known of the chemical physiology 
of the eye there seems to be little hope of deter- 
mining the primary causes of glaucoma as dis- 
tinguished from the final causes. The theories so 
far advanced are practically all based on énd 
causes. The most plausible is Fischer’s theory that 
glaucoma is an oedema of the vitreous caused by 
acidosis. If by ‘‘acidosis” is meant an abnormal 
“‘substance”’ circulating in the blood which has a 
special affinity for the vitreous in which it causes 
an oedema, or if it is the absence of some normal 
substance without which the vitreous tends to 
become oedematous, this theory seems very plausible 
as it is known that myxcedema is caused by the 
absence of a normal substance, while in albuminuria 
the abnormal substance tends to cause an oedema 
of the cellular tissue of the larynx. 

Before Legrange, the operative treatment of 
glaucoma was limited to iridectomy because this 
operation strips the iris from its attachment at the 
base and exposes the filtration area. Legrange began 
the complete excision of a small section of the 
sclerotic coat just behind the attachment of the 
conjunctiva to the sclerocornea (trephination), his 
object being to form a subconjunctival drain which 
would function for some time. 
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Unfavorable results from trephination have been 
reported. The author, however, has employed it 
extensively with success and regards it as {a less 
difficult operation than iridectomy through a 
scleral wound. A 3-mm. trephine is used, and an 
iridectomy is always done through the trephine 
wound. In cases of acute glaucoma in which the 
sudden swelling of the lens in the development of 
cataract presses the iris forward against the cornea 
and the lens itself comes up against the cornea, 
trephination is practically impossible. 

If subconjunctival injections have been given 
for other conditions the conjunctiva must be re- 
flected with the subconjunctival tissue (which is no 
longer loose) so as to give sufficient covering for the 
trephine opening. The conjunctiva alone does not 
give sufficient covering. If a straight incision is 
made, the conjunctiva and subconjunctival tissue 
are easily kept out of the way during the operation, 
and when released, tend to stay in position. 

The clockwork trephine is unsatisfactory as its 
speed cannot be regulated and it has a tendency to 


become rolled up in the loose subconjunctival tissue. 
Elliot’s trephine is so thin that it has a tendency to 
plunge, and because it is a one-handed instrument 
its control is not as delicate as if the energy were 
distributed between the two hands. Gradle’s 
trephine is admirable as it is thick and tapered in 
the cutting end and therefore does not tend to 
plunge. 

At present, trephination is done to form a perma- 
nent drain into the subconjunctival tissues. The 
author thinks this is not satisfactory because if the 
eye is to remain normal there must be normal 
tension and therefore the establishment of a perma- 
nent drain to perform a physiological function is 
unsound: if the drain is too large the tension is 
subnormal, and if it is too small, the tension is above 
normal. An iridectomy properly done effects drain- 
age for a limited time which, if long enough, permits 
the re-establishment of the physiological equilibrium 
of the eye; trephination results in similar drainage 
of somewhat longer duration. Neither drain remains 
permanent. C. CorBin YANCEy, M.D. 


Wy. 
f 
# 
3 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Iglauer,S.: A Review of Recent Progress in Rhino- 
plasty. Med. Times, 1922, 1, 52. 


Iglauer reviews the progress made during the past 
few years in the operations for the correction of 
nasal deformity. This advance has been due in a 
large measure to the impetus given plastic surgery 
by the World War. In civil practice corrective 
rhinoplasty has advanced rapidly since the more 
general recognition of the fact that this type of 
operation constitutes a legitimate field of surgical 
endeavor. 

For the replacement of large nasal defects Gillies 
has devised an ingenious operation employing a 
skin flap with a tubed pedicle taken from an adja- 
cent region such as the temporofrontal area. The 
tubed pedicle is formed by parallel incisions leaving 
an attachment at each end. The skin is under- 
mined and raised and the free borders of the pedicle 
are sewed together. After three weeks the flap 
attached to one end of the pedicle is raised and 
sewed into position in the nose, the pedicle being 
left in its tubular form. Subsequently the excess 
tubular tissue is severed from the nose, unfolded, 
and replaced in the temporal region from which it 
was taken. When it is necessary to implant bone as 
well as skin, a piece of cartilage or bone is implanted 
subcutaneously and included in the tube when the 
latter is constructed. 

Blair says that the two most important advances 
in rhinoplasty during the war were the recognition 
of the fact that the lining is as essential as the 
external covering and that the reconstructed parts 
should be cut from carefully made patterns. 

For the correction of saddle nose deformity the 
implantation of autogenous chondral cartilage has 
become the method of choice. Experimental and 
clinical observations show that when bone is trans- 
planted into soft tissues it will gradually degenerate 
and disappear but that if the transplant is placed 
in contact with the cut surface of normal bone it 
will continue to live, especially if it is subjected to 
the stress of function. It then not only survives 
but is capable of regeneration. 

Carter states that in his experience rib implants 
in saddle-nose deformity have survived for years. 
This is contrary to the view held by many surgeons. 

When cartilage is employed it should be taken 
from the right costal synchondrosis and the peri- 
chondrium should be left on one side of the implant. 
If bone implants are used, the removal of bone from 
the tibia renders the patient very lame and liable to 
spontaneous fracture of the tibia. Such a fracture 
occurred in Iglauer’s experience several weeks after 
operation. Tieck, who uses the middle or lower 


turbinate bone as the source of his implants, reports 
excellent results. The spine of the scapula seems 
also to be an excellent and easily accessible region 
from which to obtain bone grafts for nasal plastics. 

The transplant is usually introduced through an 
incision made within the vestibule of the nose. 
Dufourmentel describes a new invisible incision in 
the eyebrow. Through this incision the soft tissues 
over the nose are elevated down to the tip and 
a cartilage implant is worked down into place. 

Under modern antisyphilis treatment transplan- 
tation operations to correct the saddle nose due 
to lues seem to be more successful than in former 
years. Carter presented such a case in which he 
obtained an excellent result, and Iglauer reported 
one in which seven salvarsan injections were given 
prior to operation and the transplant still remains 
intact after fourteen months. 

For the grossly oversized nose (rhinomegaly), 
Coben describes a modification of the usual pro- 
cedure. After elevation of the soft tissues through 
vertical subcutaneous incisions within the vestibules, 
all irregularities are removed with a rasp. With 
saw cuts, first on one side and then on the other, the 
nasal bones are severed at their attachment to the 
nasal processes of the superior maxilla and from the 
bony septum so that the prominent lower ends of 
the nasal bones can be depressed. The tip is then 
shortened and elevated in the usual manner. 

As a mechanical aid in nasal surgery Whitman 
has devised a nasal splint to hold old fractures of 
the nose in place after their reduction. This splint 
is cemented to the upper teeth and through a 
vertical arm makes pressure against one side of the 
nose. Berne has devised an excellent concave rasp 
for the removal of the nasal hump. As an aid to 
the rhinoplastic surgeon Iglauer has recently 
remodeled Pynchon’s motor-driven handle. Suit- 
able rasps and saws have been fitted to it, which 
materially shorten the time and labor of the opera- 
tion. MarcaretT I. MALoney. 


THROAT 


Coakley, C. G., and Pratt, E. L.: Analysis of the 
Systemic and Local Conditions Following 
Tonsillectomy and Adenoidectomy. Laryngo- 
scope, 1922, xxxli, 81. 

The authors’ analysis is based on 926 cases oper- 
ated upon for tonsils and adenoids during the period 
from January 1, 1908, to July 1, 1920. Question- 
naires were sent to each patient asking for certain 
information and requesting re-examination if the 
results were not satisfactory. 

The ages of the patients varied from 6 months to 
68 years. Seven hundred and ninety-four (86 per 
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cent) were given a general anesthetic and 132 (14 
per cent) were operated upon under local anesthesia. 
The operative technique was the same whether the 
tonsillectomy was done under general or local anes- 
thesia. Suction was employed at all stages. The 
tonsil was seized with forceps, the anterior and 
posterior pillars were freed from the capsule, and the 
dissection was completed by the use of the cold wire 
snare. A rounded gauze sponge on a holder was 
inserted into each fossa and left for two or three 
minutes. Following its removal all bleeding vessels 
were ligated. The fosse and enucleated tonsils were 
inspected to see that no tonsil tissue was left. 

The amount of hemorrhage in children under 6 
years of age was about 1 dr. per tonsil and in adults 
6 dr. per tonsil. Hemorrhage was usually least 
when local anesthesia was employed. 

In adenoidectomy it was found impossible to 
remove all traces of lymphoid tissue. The LaForce 
adenotome and Goldstein’s curette were used; also 
the punch forceps to excise the lymphoid tissue 
below the eustachian tube on the lateral wall of the 


_ pharynx. The amount of blood lost was usually 


more than that from the two tonsils combined. 

Hemorrhage was the complication most to be 
feared. There are two types of hemorrhage—that 
occurring within twelve hours, and that occurring 
several days later. The blood usually flowed from 
beneath a clot which filled the fossa. The treatment 
consisted in the removal of the clot and the applica- 
tion of a clamp and ligature. 

Hemorrhages occurring late in the course of heal- 
ing were due to dislodgment of the exudate in the 
fossa. The clot was removed and the bleeding 
points ligated if necessary. 

Fifteen patients had hemorrhages. The youngest 
was 13 years of age and the oldest 45 years. Nine 
patients bled within twelve hours after the opera- 
tion. Of the other six, three began to bleed on the 
fifth day and three on the sixth day. 

Two patients had hemorrhage from adenoids. 
One of them developed acute otitis media. 

Six patients have died since the operation. All 
deaths occurred several years later. Two were due to 
endocarditis, one to diabetes, one to meningitis, 
and one to injury. The cause of one death is un- 
known. 

Of the 926 patients only 689 replied to the ques- 
tionnaire. 

Of the nine patients with sore throats who re- 
ported no benefit from the operation tonsillar tis- 
sue was found on re-examination in only one. Of 
the eight others, one had sinus disease; one, a de- 
viated septum with dry pharyngitis; and five, hyper- 
trophy of the lymphoid tissue on the lateral and 
posterior pharyngeal walls. 

One patient who complained of quinsy following 
operation had a small piece of tonsil in the right 
fossa. 

Four patients_with enlarged cervical glands stated 
that the glands were greatly reduced in size, and 
four reported no benefit. 


There were forty-two cases iy which ear trouble 
was given as the primary cause for the removal of 
tonsils and adenoids. 

Thirty-five patients sought relief for mouth 
breathing. Seven were operated upon for adenoids 
and twenty-eight for tonsils and adenoids. In the 
thirty-five cases, the operation was reported unsuc 
cessful in two and only partially successful in two. 
In one of the cases in which it was unsuccessful 
there was sinus disease, and in one a recurrence of 
adenoids. 

Twenty per cent of the patients gave some sys- 
temic condition as the chief cause for operation. 
Fifty-five conditions were mentioned. 

Of the five heart cases, the results were reported 
as entirely successful in three and as only partially 
successful in two. 

Five patients with kidney lesions had acute 
nephritis. All were benefited, the symptoms having 
disappeared. 

Of five asthma cases, the operation was successful 
in one, only partially successful in two, and unsuc- 
cessful in three. 

Two diabetic patients were operated upon without 
benefit. Fifteen patients with a run-down general 
condition were completely relieved. 

Secondary operations were done on 145 patients. 
One hundred and fifteen of these had had one pre- 
vious operation, twenty-three had had two, and 
seven had had more than two operations. 

One hundred and seven patients had had rheuma- 
tism previous to operation. Ten reported that they 
were cured, seventy-five stated that they were bet- 
ter, and twenty-two were unimproved. Of the 
forty-six patients who gave rheumatism as the pri- 
mary cause for operation, only eight reported no 
benefit. These eight patients were examined and 
found to have no remaining tonsil tissue. 

Frequent colds in the head were reported by 472 
patients. In 346 cases the operation was entirely 
successful, in thirty-two partially successful, and 
in ninety-two not successful. 

One hundred and eight patients had had frequent 
attacks of earache before operation. Eighty were 
entirely relieved, seven partially relieved, and twen- 
ty-one not benefited. 

Fifty-three patients had had frequent attacks of 
otitis media before operation. Thirty-seven re- 
ported an entirely successful result, five a partially 
successful result, and eleven no benefit. 

Sixty-six patients had earaches or acute otitis 
media after the removal of tonsils and adenoids. 
Seventy-seven per cent of these were children 
between the ages of 1 and 10 years. 

Sixty-two patients reported that there was tonsil 
tissue remaining after the operation, but only fifteen 
were re-examined. Three of the latter were found 
to have tonsil tissue. 

A summary of the replies shows that the opera- 
tion was satisfactory in 529 cases, without benefit in 
eighteen, and unsatisfactory in thirty-four. In 30 
cases the operative indications were not relieved. 
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Seventy-eight patients did not answer the question- 
naire. The authors draw the following conclusions: 

1. When the pathologic condition of the tonsil 
warrants its removal, age is as negligible a factor as 
it is in the consideration of any other common sur- 
gical operation. 

2. Hemorrhage, either during or after operation, 
can and should be controlled according to the same 
surgical principles which govern its control else- 
where in the body during a surgical operation. 

3. A well-performed tonsillectomy and adenoid- 
otomy causes a marked lessening of the acute infec- 
tions of the upper respiratory tract and lessens the 
tendency toward attacks of acute middle-ear infec- 
tion. 


4. The percentage of successful and partially 
successful results in cases of rheumatism justifies 
the removal of tonsils in cases in which the tonsils 
are proved to be diseased and the elimination of 
other foci of infection has failed to relieve the 
condition. 

5. Cardiac and rena] conditions associated with 
infection of the tonsils should be studied with care 
before tonsillectomy is advised lest serious results 
ensue. In properly selected cases the percentage of 
successful results justifies the operation. 

6. When the operation is well done for the relief 
of a definite pathologic condition the percentage of 
successful results is most gratifying. 

FRENCH K. HANSEL, M.D. 
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ELECTRICALLY HEATED SOUNDS 


R the treatment of stricture and gonorrhea of 

the urethra. These sounds can now be supplied in 

both flexible and metal forms. The heat can be 

regulated to the finest degree by means of a small 
thermostat. Made in a variety of sizes. 


V. MUELLER & COMPANY 


Surgeon’s Instruments 


Ogden Ave., Honore and Van Buren Sts., CHICAGO, ILLINOIS 


“AMERICAN” 
Surgeon’s Office Outfit 


Electric Heat 


OOD tools—the right tools—and a 

complete set of tools are essential 

to the greatest efficiency of every work- 

man, be he mechanic or surgeon. The 
greater the skill, the greater the need. 

Today the ‘“‘AMERICAN”’ Surgeon’s 
Office Outfit is recognized as part-equip- 
ment and as necessary equipment by 
many of the leading physicians and sur- 
geons both here and abroad. 

Consisting of Water, Dressing and In- 
strument Sterilizers, and a 24 gal. Dis- 
tilled Water attachment, it is at once 
complete, compact and convenient. 
“AMERICAN” quality predominates 
throughout. Electric, gas, steam or 
kerosene heat. Ask for bulletin. 


AMERICAN COMPANY 


New York Office: Fifth Ave. Bidg., 200 Fifth Ave. 
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Sanborn BASAL METABOLISM 
- . Buyers of apparatus for the determination of the metabolic 
Diagnostic rate will find in Sanborn instruments a type for every need 


—our success in this field has been most marked. 
Apparatus 


Sanborn Benedict Sanborn Tissot 
Metabolism Apparatus Gasometer 
—for the hospital and the —for gas analysis—the appa- 
Bulletin physician's office. ratus for the researcher. 
Sanborn Handy Sansoli 
m f ime 
The new Ky — Metabolism Apparatus A new form of Soda-lime for 
Recorder for attaching —A portable type for the use in Sanborn Metabolism 
general practitioner. Apparatus. 
to Sanborn Benedict 


Metabolism Apparatus 


thereby affording res “Basal Metabolism—Its 
Determination and Send me, on terms stated, book 
piration drawings, is cee ae on BASAL METABOLISM 
now read Application Attach thi 
A 280-page book just issued. Sec- h 4 yom 
Write for details tions written by twenty-one note- | 
iso send literature describing the 
phy Price $6.00; sent following metabolism apparatus. 
Sanborn instruments Sanborn “Benedict” 
are made for, and are A ANBORN COMPANY Sanborn “Handy” o 
sold direct to physi- ele Sanborn Tissot 
cians and hospitals. Makers of Scientific Instruments Gasometer oO 
1048 Commonwealth Ave., Boston 47,Mass. ” Sansolime oO 
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SURGEONS 


HE Carnes Arm IS USEFUL. 
& You will make no mistake in 
recommending it. 


This cut represents one of our 
traveling salesmen wearing two 
CARNES ARMS. 


Mr. Frank Dockhorn of Yeso, New 
Mexico, writes to an inquirer. 


“TI do most any kind of arm work, drive 
team, pitch hay, hoe, use handsaw, shovel 
or spade, also plow. Run cultivator, 
husk corn, set posts.’* Amputation 
right at elbow. 


Illustrated, descriptive Catalog ‘‘C-23’’ 
sent on request 


CARNES ARTIFICIAL 
LIMB COMPANY 


904 East 12th Street KANSAS CITY, MO. | 


New American Model 
Dr. MacKenzie’s 
Ink Polygraph 
‘‘Dressler Modification”’ 
The only American-made Polygraph 


with three tambours to permit three 


**Ready Set Up’”’—always in- 
stalled for immediate use 


1. 


3. 
4. 


simultaneous tracings. 


It is a substantial and practical “machine” as 
compared with the “toy-like” construction of any 
other. 

Every part is of American manufacture, easily 
replaceable at minimum cost. _ 

“Ready Set Up,” ready for use without any loss of 
time. 

Three tambours, therefore, three simultaneous 
tracings. 

Fine adjustment of tambours or pen levers, 
respectively, by micrometer screw. 


Write for Pamphlet No. R-169 

Manufactured by which contains complete descrip- 
tion and directions. 

Complete Stock of Laboratory 

Apparatus, Glassware,etc.,always 

on hand for prompt delivery. 

Equipping complete Laboratories 

is our Specialty ;ourimportService 


NE YOR is reliable and through our con- 


nection, one of Economy. Esti- 


60 East 10th Street mates are rendered promptly. 


For obtaining graphic records of the circulation for the detection of abnormalities in 
thythm, conduction and contracting power of the heart. 


Distinct Features and Advantages: 


6. Pen levers are balanced by torsion spring device. 
The required tension of the torsion spring is 
facilitated by a sensitive screw adjustment. 

7. The new torsion spring device renders tracings 
“clear-cut” and “‘wideswung”; whereby the 
records show more details than with any other 
apparatus. 

8. Recording pens are of improved pattern and write 
unfailingly. 

9. Movements of the paper feed and time-ticker run 
five times longer than others, avoiding rewind- 
ing during tracings. 

10. Rigid construction prevents vibration, records are 
without trembling lines. 
After the detection of murmur or irregularity in the 
action of the heart and applying this polygraph, 
thorough knowledge of the existing conditions 
can readily be gained from the tracings. 
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THE KROMAYER LAMP 


HE use of the Kromayer 

Lamp as a modality in treat- 

ing many different diseases is 
fast coming into prominence. This 
lamp is a producer of the most in- 
tense ultra-violet ray known and is 
an instrument cof precision and 
adaptability for administering 
quartz light therapy. 


We will be pleased to send you 
some very interesting literature 
on this subject upon request for 
booklet “V.”’ 


HANOVIA CHEMICAL 
& MFG. CO. 


Newark New Jersey 
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| S. S. White 
Non-Freezing Nitrous Oxid 


A New Triumph for Science 


T is moisture-free—will not “freeze’’ and has no toxicant 
post-operative effects. Because it contains no water to 
freeze, it flows evenly at any established volume, responds 
instantly to any, ratio change, without the use of lamps, hot 
towels or thermic devices. 
S. S. White Non-Freezing Nitrous-Oxid is surest for 
analgesia. Safest and most efficient for anesthesia in minor 
and major surgery. 


No Higher Cost to the User 


Write for copy of Catalog ‘‘R’’ describing 
S.S. White Gas Equipment 


Our Refilling Stations assure prompt deliveries 
through your dealer 


The S.S. White Dental Mfg. Co. 


**Since 1844 the Standard’’ 


Philadelphia 


New York Boston Chicago Atlanta 
San Francisco Toronto 


Anesthetists 


will find in the Heidbrink, 
the gas apparatus of re- 
finement and beauty. 
The new ModelS machine 
illustrated, represents a 
decided advance in Gas 
Apparatus design and 
construction. We solicit 
the privilege of mailing 
you descriptive literature. 


The Heidbrink Co. 


Minneapolis, Minnesota, U.S.A. 
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Ad 
B Seated years ago the chemical for- the Materia Medica side by side with 
mula for Adrenalin was worked out such indispensable remedies as digitalis 
by our research chemists. That discovery and quinine. 
alone assured the renascence of endo- 
crinology—this time as a serious scientific Adrenalin is essentially an emergency 
study. drug, and its main indications are in the 
treatment of shock, hemorrhage, and the 
More thought and work and expense paroxysm of asthma. It is used advantage- 
have been lavished on determining the ously in connection with local anesthetics. 
exact pharmacology of Adrenalin than Its unfailing action forms the basis for cer- 
on any of the other hormones. tain diagnostic procedures, such as the 
Goetsch test and the test for adrenal 
Today Adrenalin is entrenched in hypersensitiveness. 

Parke, Davis & Company | 
| | 
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For the Surgeon 
BARD-PARKER KNIFE 


Ask Your Dealer 


No. 22 No. 4 


Blade Handle 
PRICES IN THE UNITED STATES: 


1 handle with 6 each of 3 sizes of blades, as illustrated - - $3.25 
Additional blades, six of one size in package, per dozen - - 1.50 


BARD-PARKER CO., Inc. 37 East 28th Street, New York 


Ask Your Dealer for Circular and Prices of 


The Albee Fracture Orthopedic Operating Table 


For more complee When not in use 
description see , table occupies no 
Surgery, Gynecology more space than 
and Obstetrics, mor? | an ordinary op- 
June, 1918 erating table. 


The only fracture table which anticipates completely the Balkan Frame and which can be used as a 
general utilities surgical operating table. 


TASCARELLA BROTHERS 65-75 George St., BROOKLYN, N. Y. 


Manufacturers of Hospital Equipment for Twenty Years 
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KACMERID 


Surgical Sutures Exclusively 


217-221 Duffield Street 


Brooklyn, N. Y., U.S. A. 


Claustro-Thermal Catgut 
Aseptic 
(LAUSTRO-THERMAL, the improved method of 
heat sterilization, consists in applying the heat 
after closure of the tubes, thus avoiding all the 
chances of accidental contamination.' Sterilization 


by this positive method is made feasible by use of ° 


toluol as the tubing fluid, instead of the unstable 
chloroform.? 

No other mode of sterilization so completely 
fulfills the exacting requirements for the production 
of ideal sutures as does the Claustro-Thermal method. 
It preserves the natural physical characteristics of 
the strands, while the destruction of all bacterial 
life is absolutely assured. 

Claustro-Thermal catgut is aseptic though not 
germicidal. Not being impregnated with any bac- 
tericidal substance, it is inert in the tissues, exerting 
no inhibitive action. 

These sutures are boilable. The tubes even may 
be autoclaved up to 30 pounds pressure for sterilizing 
their exterior preliminary to use. The heat sterili- 
zation procedure is described on the following page. 


VARIETIES OF CLAUSTRO-THERMAL CATGUT 
Each Tube Contains Approximately Sixty Inches 
Plain Catgut 
10-Day Chromic Catgut 
20-Day Chromic Catgut 
40-Day Chromic Catgut 
Sizes: 000...00...0...1.. 
In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


A wholesale discount of 25% is allowed on one gross 
or more ($27 net per gross); carriage paid 


Kalmerid catgut imbedded in agar 
infected with Staphylococcus 
pyogenes aureus 


lodized catgut imbedded in the same 
medium. Note the proximity 
of colonies 


Kalmerid Catgut 
Antiseptic 


KALMERID CATGUT is an improved germicidal 

suture superseding iodized catgut.* It is not 
only sterile, but, being impregnated with potas- 
sium-mercuric-iodide—a double iodine compound— 
the sutures exert a local bactericidal action in the 
tissues.‘ It differs from the Claustro-Thermal cat- 
gut only in this respect. 

The serious disadvantages of iodized catgut—de- 
terioration, irritation, and impaired tensile strength—- 
have been overcome through the use of potassium- 
mercuric-iodide instead of iodine. Unlike iodine, it 
does not break down under the influence of light or 
heat, it is chemically stable, and it is neither toxic 
nor irritating to the tissues. It interferes in no 
way with the absorption of the sutures, and is 
not precipitated by the proteins of the body 
fluids. 

These sutures are boilable. The tubes even may 
be autoclaved up to 30 pounds pressure for sterilizing 
their exterior preliminary to use. The heat sterili- 
zation procedure is described on the following page. 


VARIETIES OF KALMERID CATGUT 
Each Tube Contains Approximately Sixty Inches 
Plain Catgut Boilable Grade 
10-Day Chromic Boilable Grade 
20-Day Chromic Boilable Grade 
40-Day Chromic Boilable Grade 
In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 
A wholesale discount of 25% is allowed on one gross 
or more ($27 net per gross); carriage paid 
Kalmerid catgut is made also in an extra flexible 
grade, which is non-boilable, and which is described 
on the following page. 


GERMICIDAL EFFICIENCY 
As COMPARED WITH IODIZED CATGUT 


The marked inhibitory power of Kalmerid catgut, as compared 
with iodized sutures, is strikingly shown in these reproductions of 
culture plates. The lighter areas about the imbedded sutures 
represent zones of no bacterial growth, while the darker portions 
are masses of Staphylococcus colonies. It is evident that Kal- 
merid sutures exert in the tissues a far greater antiseptic action 
than do the usual iodized sutures.‘.7 


See Advertisement on Page 1 
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Claustro-Thermal and the boilable grade of 
me Kalmerid catgut, described on preceding page, 
chy : are subjected to the same sterilizing procedure: the 
le sealed tubes are submerged in a bath of cumol and 


there exposed for five hours to the rigorous tem- 
perature of 165° C. (329° F.).' It is obvious that 
sterility is absolutely assured. Rigid bacteriologic 
control is maintained. 


Method of Sterilization 


Hours 3°45 67 8 9 10 ti 12 13 14 15 16 17 18 19 

155' 
293°F 
135% 7 275F 
257"F 


Kalmerid Catgut— (Non-Boilable Grade) 
Extra Flexible 


THE NON-BOILABLE grade of Kalmerid catgut 

differs from the boilable variety described on 

the preceding page in that it possesses extreme 

flexibility -a characteristic sometimes desired by 

surgeons accustomed to the use of iodized catgut.‘ 

It is impregnated with potassium-mercuric-iodide, 

and the sutures exert a local bactericidal action in 
\ the tissues. 

Potassium-mercuric-iodide is the double salt of 
iodine and mercury, the chemical formula of which 
is HgI..2KI." Through its use the serious disadvan- 
tages of iodized catgut—deterioration, irritation, 
and impaired tensile strength—have been overcome. * 
It is one of the most active germicides known, 
exerting a killing action on bacteria about ten times 
greater than that of iodine.*° Physiologically it is 
bland and is entirely compatible with the tissues, 
not being precipitated by the proteins of the body 
fluids. 


VARIETIES OF THE NON-BOILABLE GRADE 
OF KALMERID CATGUT 
Each Tube Contains Approximately Sixty Inches 
Plain Catgut....... Non-Boilable Grade... .No. 1405 
10-Day Chromic....Non-Boilable Grade....No. 1425 
20-Day Chromic....Non-Boilable Grade. ...No. 1445 
40-Day Chromic....Non-Boilable Grade... .No. 1485 


Sices: 


In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


A wholesale discount of 25% is allowed on one gross 
or more ($27 net per gross); carriage paid 


Kalmerid Kangaroo Tendons 
Boilable and Non-Boilable 


ALMERID KANGAROO TENDONS are the 
sutures par excellence for those procedures in 
which post-operative tension is excessive, or long 
continued apposition necessary, such as in herni- 
otomy, and in tendon and bone suturing. They are 
not only sterile, but, in addition, are impregnated 
-with potassium-mercuric-iodide, as in Kalmerid cat- 
gut, which enables them to exert a local bactericidal 
action in the tissues." 

They are genuine kangaroo tendons; they are 
smooth, straight, of uniform contour, and possess 
a tensile strength about twice that of catgut. 

The tendons are chromicized, and so accurately 
is the process regulated that each size will maintain 
apposition in fascia or in tendon for approximately 
thirty days.* 

Kalmerid kangaroo tendons are prepared in two 
grades—boilable and non-boilable. The latter are 
extremely pliable.‘ 


VARIETIES AND SIZES 
Non-Boilable are Product No. 370 
The Boilable are Product No. 380 
Each Tube Contains One Tendon 
Lengths Vary From 12 to 20 Inches 
STANDARD SIZES: 0...2...4...6...8 
Formerly termed extra fine, fine, medium, coarse 
and extra coarse, respectively 
In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


A wholesale discount of 25% is allowed on one gross 
or more ($27 net per gross); carriage paid 


THE PERMEATION OF KALMERID SUTURES BY POTASSIUM-MERCURIC-IODIDE 


The light shaded specimen is a cross section of a strand 
of plain 

The dark shaded specimen is a cross section of the same 
strand reacted upon by ammonium sulphid to precipitate the 
mercuric element. 

The uniform color throughout the section shows the thorough 
permeation by the potassium-mercuric-iodide, the equable dis- 
tribution of which assures a supply of this germicidal substance 
in the tissues until the suture is entirely absorbed. 


almerid catgut, highly magnified. 


HE SALIENT FEATURES of all varieties of 
D&G Sutures are compatibility with the tissues, 
perfect absorbability, maximum tensile strength, 


General Qualities 


accuracy of sizes, flexibility, and absolute sterility. 
They are unaffected by age or light, or by extremes 
of climatic temperatures. 
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Unabsorbable Sutures 
Heat Sterilized After Closure of Tubes—Boilable 


Product Approximate Quantity Standard 
No. in Each Tu Sizes 
350. .Celluloid-Linen Thread. .60 Inches. . . .000, 00, 0 
360..Horsehair........... 4 28-In. Sutures....... 00 
390. . Plain Silkworm Gut.4 14-In. Sutures. . .00, 0,1 
400. .Black Silkworm Gut.4 14-In. Sutures. . .00, 0, 1 
450.. White Twisted Silk... .60 In. . .000, 00, 0, 1, 2,3 
460..Black Twisted Silk....60 In.......... 000, 0, 2 
480..White Braided Silk....60 In......... 00, 0, 2, 4 
490..Black Braided Silk....60 In........... 00, 1, 4 
In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Short Length Sutures 
Heat Sterilized After Closure of Tubes—Boilable 


Product Approximate Quantity Standard 
Y in Each Tube Sizes 
O02... ces 00, 0,1, 2,3 
812..10-Day Chromic Catgut..20In..... 00, 0, 1, 2,3 
822..20-Day Chromic Catgut..20In..... 00, 0, 1, 2,3 
962..Horeehair:......... 2 28-In. Sutures........ 00 
872..Plain Silkworm Gut.2 14-In. Sutures......... 0 
882..White Twisted Silk...... | ee 000, 0, 2 
In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.)........ $1.50 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Sutures With Needles 
Heat Sterilized After Closure of Tubes—-Boilable 


Product Approximate Quantity Standard 
No. in Each Tube izes 
904. .Plain Catgut............. 00, 0, 1, 2,3 
914. .10-Day Chromic Catgut..20In..... 00, 0, 1, 2,3 
924. .20-Day Chromic Catgut..20In..... 00, 0, 1, 2,3 
964..Horsehair.......... 2 28-In. Sutures........ 00 
974.. Plain Silkworm Gut.2 14-In. Sutures......... 0 
984..White Twisted Silk...... ee 000, 0, 2 


EMERGENCY NEEDLE 
For Skin, Muscle, or Tendon 


In packages of twelve tubes of a kind and size 
List Price per dozen tubes (in U.S. A.).......... $3 


Wholesale discount of 25% allowed on gross or more: carriage paid 


Obstetrical Sutures 
For Immediate Repair of Perineal Lacerations 


Each tube contains two 28-inch sutures of 
40-day chromic catgut, size 3, one of which is 
threaded upon a large full-curved needle. 
Sterilized by the Claustro-Thermal method. 
Boilable. 


One tube in a package 


Product No. 650. List Price per tube.......... $ .35 
Wholesale discount of 25% allowed on gross or more; carriage paid 


Circumcision Sutures 
Heat Sterilized After Closure of Tubes— Boilable 


Each tube contains a 
30-inch suture of plain 
catgut, size 00, threaded 
upon a small full-curved 
needle. 

In packages of twelve tubes 


Product No. 600. List Price per dozen tubes...... $3 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Umbilical Tape 
Heat Sterilized After Closure of Tubes—Boilable 


Each tube contains two 12-inch ligatures of a 
specially woven flat tape one-eighth inch wide 
In packages of twelve tubes 
Product No. 892. List Price per dozen tubes. . . .$1.50 


Wholesale discount of 25% allowed on gross or more; carriage paid 


Standard Sizes For All Sutures 


000 ————————- | conformity with the long 

_ recognized need for a 
—————-__ unified _ system of sizes, the 
—_———-_ standard scale of catgut sizes 
—_———_ now embraces all sutures, in- 
—_— cluding kangaroo tendons, silk, 
—_—————= horsehair, silkworm gut, and 
Pagenstecher’s celluloid-linen 
thread. 


anor 
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D&G Sutures 


represen 


Value Beyond Price 


STANDARD PACKAGE 
Containing One Dozen Tubes of a Kind and Size 


Discount 

HE standard wholesale discount of 25% from list 
prices is accorded hospitals and surgeons on any 
quantity of sutures, of a kind or assorted, down to 
one gross. Under a gross the list prices are net, 

without discount. 
D&G sutures are sold by practically all of the re- 
sponsible dealers in surgical supplies, or may be ob- 
tained, carriage paid, direct from Davis & Geck, Inc. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


In one small unit— 
Complete Sterilization 


NST UMENT and Dressing Sterilizers are 
co ' ined with Water Sterilizer in one compact 
servi -giving outfit. It is a new unit, but has years 
of practical experience behind it. The money cost 
to you is exceedingly moderate. 

It is the Castle No. 1512. Dressings are sterilized 
by “live” steam, instruments by boiling. The table 
top is heat and acid proof, and beneath is an aseptic 
cabinet for supplies. Illustration shows gas heat, but 
made also for other heats. Electric unit never can 


boil dry. 
concerning your own particular sathaied 


WILMOT CASTLE COMPANY 


1157 University AvE., RocuEester, N.Y. 


out.this Castle ad. and send it to 
your dealer for further informativn. Or 
ask us directly any question you think of 


Makers also of complete group of Pressure 
Sterilizers for Hospitals and Laboratories 


INDEX TO ADVERTISING 


Instruments and Apparatus X-Ray Apparatus, Plates, Etc. 
Bard-Parker Co... . 8 Geo. W. Brady & Co 2nd Cover 
Becton, Dickinson & Co.. Eastman Kodak Co 27 P. Blakiston’s Son & Co 
Frank S. Betz Co Engeln Electric Co J. B. Lippincott Co........ tes 
ifici McIntosh Electrical Corp........ C. V. Mosby Co 

A. Deknatel & Son, Inc 3: Wm. Meyer Co Oxford University P 
Feick Bros. Co.. Victor X-Ray Cor Rebman C 
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Safety Anaesthesia + Apparatus C ‘on- 


Toledo Technical ‘Appli: ance Co. 
S. White Dental Mfg. Co.. 


Catgut—Ligatures 
\rmour & Co 4th Cover 
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Sterilizers 
American Sterilizer Co. . . 
Bramhall Deane Co...... 
Wilmot Castle Co 
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Frank 8S. Betz Co 18 
Faithorn Co... 
Hanovia Chem. & Mfg. Co 
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E. Leitz, I : 
V. Mueller & Co.... 
Physicians’ Supply Co.... 
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Post-Graduate Instruction 
New York Post-Graduate Medical 
School and Hospital 
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Dry Milk 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


THE LINE 


TRADE MARK 


OHIO Mobile Pedestal Operating Table No. 2 
Horizontal, With All Accessories 


Surgeons generally will appreciate an 
operating table of full 72 inch length. 

* This is table length and does not include 
the length of the head rest. 


A strong, wide spread base will also be 
appreciated, as this obviates entirely the 
liability of tipping. 


The Ohio Mobile Operating Table not 
only embraces the above but contains the 
new Lateral Tilting positions which enable 
the surgeon to place the table in positions 
never before obtainable. 


These new positions not only relieve the 
surgeon of much of the physical strain of 


the operation but bring more safety and 
cornfort to the patient. 


A full investigation of the merits of this 
unusual table should be made by every 
surgeon. 


The Ohio No. 2 is mounted on Cast 
Porcelain Base and equipped with special 
combination ball-bearing and cone-bearing 
casters. Top of Polished Monel Metal 
which will not rust or corrode. Table 
elevated to 42” by hydraulic lift. All 
controls at head of table in easy reach of 
anaesthetist. Table rotated to any field 
of vision. Complete with all attachments. 
Write for further details. 


(Patents Pending on Above Table) 


FABRICATED EXCLUSIVELY BY 


F.O. SCHOEDINGER 


Manufacturer of Aseptic Metal Hospital and Surgical Furniture 
Successor to 


THE COLUMBUS ASEPTIC FURNITURE CO. 


Columbus 


Ohio, U.S. A. 
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APPLICATORS SERV 


“The Mark of a Complete and Careful [ fadium Therapeutic Service 


Come up to Colorado 
for your Summer Vacation 
Visit Our Laboratories 


IF YOU ARE INTERESTED IN RADIUM 
OUR SHORT, INTENSIVE COURSES IN THE 
PHYSICS OF RADIUM AND RADIUM THER- 
APY, LASTING ONE WEEK, WILL GIVE YOU 
AN INTRODUCTION TO THE WORK OF THE 
RADIUM THERAPIST. 


THESE COURSES ARE FREE AND ARE 
OPEN TO A LIMITED NUMBER OF PROPERLY 
QUALIFIED PHYSICIANS. WRITE FOR PAR- 
TICULARS. 


THE RADIUM COMPANY OF COLORADO 


RADIUM BUILDING, DENVER 


BRANCH OFFICES 


NEW YORK CHICAGO SAN FRANCISCO 
244 MADISON AVE. 853 PEOPLES GAS BLDG, 582 MARKET ST. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


SURGICAL TREATMENT 
FOR EMPYEMA 


Surgical technique in Empyema 
is varied to cope with each indi- 
vidual case, taking into consid- 
eration antecedent conditions 
and whether the origin is pneu- 
mococcal or streptococcal. 


Two facts, however, will be uni- 
versally conceded. In the first 
period, life should be saved, if 
possible. In the second period, 
the time of convalescence should 
be reduced and the final disability 
minimized. 


Hyclorite-Dakin is a dependable 
solution in post-operative treat- 
ment with a twofold action. 


Available chlorine content (.45) 
with hypertonic salinity and low 
alkalinity. 

Solvent and deodorant. 
Decidedly less irritating. 

Aids drainage. 


Four years of gratifying clinical 
results. 


Makes a Dakin in a minute. 
Little cost. 


Special price reduction on Carrel-Dakin 
Sets. U.S.A. Standard 


Outfit consisting of :— 

Graduated heavy brown-colored glass 
reservoir, with rubber stopper, glass air 
filter and suspension clamp. 


Instillation tube with four outlets; 
closed end. 


Rubber tubing connections from reser- 
voir to instillation tube. Four pieces 
rubber tubing with perforations and tied- 
off ends. 


Glass sight feed and cut-off. 
SPECIAL PRICE, $4.50 


We supply many hospitals with “Hyclorite” in gallon packages. Send for 
price list and discount in monthly or yearly supply 


HARVEY R. PIERCE COMPANY 


JENKINS ARCADE 
Pittsburgh 
Penna. 


PIERCE BUILDING 
19th St. and Rittenhouse Square 
Philadelphia, Penna. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


Surgical 


Practice 


THE SURGICAL CLINICS OF NORTH AMERICA 


CONTENTS OF PHILADELPHIA NUMBER 


Clinic of Dr. JoHN B. DEAVER, Lankenau 
Hospital— with remarks on Pathology by 
Dr. STANLEY P. REIMANN. 

Duodenal Ulcer. 

Adenocarcinoma of Left Breast. 

Transperitoneal Hysterotomy. 

Recurrent Cholecystitis. 

Renal Calculus. 

Cyst of the Liver. 

Clinic of Dr. J. CHALMERS DaCosta, Jefferson. 

Tumor of Pituitary Body Accompanied by 

Abscess of Brain. 

Clinic of Dr. AstLry P. C. Episco- 
pal Hospital. 

Stricture of Rectum. 

Carcinomatous Stricture of Rectum above the 

Anus. 

Cicatrical Contracture of Buttocks Nearly 

Occluding Anus. 

Abdominal Extirpation of the Recto-Sigmoid 

for Benign Stricture due to Localized Muscu- 

lar Hypertrophy. 

Carcinoma of the Sigmoid Causing Chronic 

Obstruction. 

Pelvic Abscess from Carcinoma of Hepatic 

Flexure of Colon. 

Carcinoma of Ascending Colon. 

Carcinoma of Hepatic Flexure of Colon. 

Clinic of Dr. CHARLES H. FRAZIER, University. 

Brain Tumors in Relation to the Cerebro- 

spinal Fluid and Ventricles. 

Clinic of Dr. BROOKE M. AnsPaAcn, Jefferson. 

Lacerated cervix with Eversion. 

Ovarian Cyst with Slow Torsion, Necrosis and 

Perforation. 

Large Cystocele and Uterine Prolapse in Dia- 

betic. 

Ureteral Stricture with Hydro-ureter, Neph- 

roptosis and Hydronephrosis. 

Clinic of Dr. GEorGE P. MULLER, University. 

Embryonal Adenomyosarcoma of Kidney. 

Hemolytic Ictero-anemia. 

Chondro-osteosarcoma of Finger. 

Thrombo-Angiitis Obliterans (Buerger). 


Surgical Clinics of North America. 


clinic year (February to December); cloth, $16.00 (£3 15s) net; paper, $12.00 (£2 15s) net. 


Clinic of Dr. Joun H. Jopson, Presbyterian. 
Fusiform Aneurysm of Femoral Artery. 

Large Abscess of Thigh. 

Tuberculous Cervical Adenitis. 


Clinic of Dr. WARREN B. Davis, Jefferson. 
Harelip and Cleft Palate Cases. 


Clinic of Dr. JouN SpPEESE, Presbyterian. 
Hemangio-Endothelioma of Splenic Flexure. 
Hour-glass Stomach. 

Blood Transfusion in Secondary Anemia with 
Fibroma of the Uterus and Sepsis. 


Clinic of DR. DAMON B. PrErrrER, Presbyterian. 
Subpectoral Abscess. 


Clinic of Dr. P. G. SKILLERN, Medico-Chirur- 
gical Hospital. 

Surgical Lesions of Ulnar Nerve at the Elbow. 

Ununited Fracture of Radius and Ulna. 

Comminuted Fracture of Head of Radius. 

United Fracture of Transverse Process of Fifth 

Lumbar Vertebra with Massive Callus. 


Clinic of Dr. F. E. KEENE, University of Penn- 
sylvania. 

Unilateral Renal Tuberculosis Associated with 

Stricture of Ureter, Hydro-ureter and Hydro- 

nephrosis. 


Contribution by Drs. G. M. DORRANCE AND J. 
W. BRANSFIELD, St. Agnes Hospital. 

Burns, with Special Reference to Acetic Acid 

Treatment. 


Clinic of Dr. Joun F. X. Jones, St. Agnes. 

Chronic Cholecystitis with Stones. 

Gunshot Wound of the Chest. 

Double Amputation through Both Lower Ex- 

tremities. 

Clinic of Dr. Epmunp B, Piper, University 
Maternity. 

The Toxemias of Pregnancy and the Puer- 

perium. 

Clinic of Dr. J. Stewart RopMan, Presby- 
terian Hospital. 

Injury to the Cauda Equina. 


Issued serially, one octavo of 300 pages, illustrated, every other month. Per 


Sold only by the Year. 


YOUR NAME AND MAIL THIS ORDER FORM TODAY: 
W. B. SAUNDERS COMPANY, West Washington Sq., Phila. 


Please send me the books checked (v), charging the amount to my account. 


§ Cloth, $16.00 (£3 15s) net. 
Surgical Clinics of North America.......... | Paper, $12.00 (£2 15s) net. 


Name Address 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


Stellite (Not Steel) 


Always Bright! 
Always New! 
Always Sharp! 
Always Ready! 


Inaclass by themselves Stellite Instru- 
ments are always Rust-Proof, Stain- 
Proof, Heat-Proof and Acid-Proof 


Here’s a pair of scissors that will last you 
a lifetime. You can boi! them, burn them, 
or immerse them in any sterilizing solution 
without affecting their cutting edges or 
their inherent, permanent qualities. 


Do not rust or corrode and no amount of 
hard usage will change the inherent char- 
acteristics of these scissors because they 
are made of Stellite—the new, wonderful 
metal that stays new. It is not steel but 
a composition of semi-precious metals. 
There is no other metal like it. Once you 
try these scissors, you’ll never be satisfied 
without them—and you’ll want other in- 
struments made of Stellite. 


Get a pair today from your dealer. Fully 
guaranteed. Ifhe cannot supply you, write 
us, sending his name and address. 


HAYNES STELLITE COMPANY 


Carbide and Carbon Bld3., 30 East 42nd St. 
NEW YORK 


Metallurgy’s Latest and Greatest 
Contribution to Surgery 
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Dr. Chas. F. Stokes’ 
Electronization Apparatus 


for the 
Electronization and 
Stimulation of the 
Pituitary Gland and 
Auditory Apparatus 


As a result of many years of study 
and research on ductless glands, made 
during his naval service and since, Dr. 
Chas. F. Stokes has evolved an X-ray 
apparatus technic for the electroniza- 
tion and stimulation of the pituitary 
glands and auditory apparatus. 


With this X-ray unit, especially 
adapted to this technique, certain 
forms of deafness, tinnitus, auditory 
vertigo, anosmia, disorders of vision, 
hypertension, epilepsy, some disorders 
of metabolism and other manifesta- 
tions of endocrine imbalance have 
been treated with gratifying results. 


Descriptive literature gladly sent on request to Dept. C2 


THE KNY-SCHEERER CORPORATION 
of AMERICA 


America’s Surgical House 


56-58 WEST 23RD ST. NEW YORK 
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_ CASE RECORD FORMS 


3 E want you to know 
i that the Case Record 
Forms devised by the Ameri- 
f can College of Surgeons are 
& now printed by The Faithorn 
Company and carried in 
3 stock for immediate delivery. 
B Please order by form number. 


Form Number 
1—Summary Card 


12 2—Personal History 

(5 3—Physical Examination 

Ie 4—FEar, Nose and Throat Record 
5—Eye Record 

5 6—Operative Record 

7—Pregnancy Record 

8—Labor Record 

2 9—Newborn Record 

3 10—Urine and Blood 

11—Sputum, Smears, Exudates, 
4 Transudates, Cerebro-spinal 
2 Fluid, Cultures, etc. 

12—Gastric Content, Feces 

i 13—Progress Record 

5 14—Treatment Record 


15—Nurse’s Record 
16—Graphic Chart 

17—X-Ray Requisition 
18—Analysis of Hospital Service 
19—Fracture Record 

20—X-Ray Requisition Card 


re) 


For your convenience we 
prepay all shipping charges. 
If you have not received our 


catalog and price list, we will | 
be pleased tosend upon request 
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GUARANTEED 
Standard preparations of purity 
desired, refined from U. S. Car- 
notite. 

Improved Applicators proven 
therapeutically practicable. 
Patented Detachable Point i | 
Needles. 

Bureau of Standards certifi- 
cation. 


You may be interested in our 
Group Pian Rapium Depository. 


Complete information on request. 


Chicago Office, 29 S. La Salle St. 


The WL CUMMINGS (HEMICALO] | 


1530 Chestnut § 
PHI 


American Modification of the 
BARANY ROTATING CHAIR 


) Designed by the ape of Neuro-Otology 
of the University of Pennsylvania 


The ideal and really indis- 
pensable chair for 


The study of Nystagmus 
after stimulation of the 
ear. 


The Differential Diag- 
nosis between ear lesions 
and brain lesions. 


Intracranial localization 
by the study of the Bar- 
any pointing reactions. 


~ Complete examina- 
tion of Vestibular 
Apparatus. 


Write for latest price; also for our new 
Eye, Ear, Nose and Throat Catalog 


The Physicians’ Supply Co. 
of Philadelphia 
Philadelphia 


116 So. 16th St. 
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Sterilizer Service 


For over sixty years we have been 
designing and building Deane Sterilizers 
to meet every requirement of the most 
exacting users. 


Naturally, many hospital executives 
and architects real- 
ize the value of this 
long experience and 
seek our cooperation 
in determining the 
proper equipment 
and itsarrangement. 
When next you have 


sucha problem to solve, 
let us help you. 


Send for Sterilizer Blue Book 


Bramhall, Deane Co. 
263 West 36th Street 
NEW YORK 


Represented in Canada by 


Ingram & Bell, Ltd. 


Toronto, Ont. 


ORTHOPEDIC SERVICE 


Fig. 130— Apparatus, Colostomy, Feick 


An apparatus designed to take care 
of the fecal discharge in a cleanly 
and efficient manner. The best de- 
sign in use at the present time. 
Descriptive pamphlet on request. 


FEICK BROS. COMPANY 


809 Liberty Avenue PITTSBURGH, PA. 


McKesson 


Junior Special 
for Gas-Oxygen | 


Analgesia in Obstetrics 
and 
Minor Operations 


It’s Portable 
It’s Automatic Anyone can use it 


Illustration % full size 


Literature and prices upon request 


Toledo Technical Appliance Co. } 
TOLEDO, OHIO 
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TRACTION SPLINT 


For Fractures of Both Bones of the Forearm and for 
Fractures of the Humerus 


Devised by 


DR. H. A. McKNIGHT 
Asst. Prof. Surgery, Post Grad. School, Univ. of Penna. 


It offers these advantages and points of superiority: 

It is light in weight and comfortable. 

It leaves the part open for massage and inspection without 
in any way disturbing the constant traction. 

Constant graded traction is maintained at all times and 
can be increased or diminished by the patient if uncomfortable. 

The progress of the traction can be watched by the X-Ray. 

All points of pressure are 
free from nerves and blood 
vessels. 

It is adjustable in size for 
youth or adult. 

It is reversible for right or 
left. 


Manufactured by 


CHARLES LENTZ & SONS 
Manufacturers of P= Instruments 


31-33-35 South 17th Street PHILADELPHIA 


COLLINS’ CLAMP 


AND FRACTURE BAND 


+ A Quick and Easy 


“ Way to Apply a Frac- 
ture Band 


The special clamp is designed to draw the flexible metal 
band tightly around the point of fracture without injury 
to the periosteum. After the band has been drawn 
tightly by the adjustment of the clamp, it is bent back 
over the loop and pressed down before the tension of 
the clamp is released, thus forming a perfect band with- 
out the use of screws or sharp points. The bands are 
made of German silver. Instrument is furnished with 
two bands and clamp. 


3GO01426—Collins’ Clampand 
Clamp, per set . * $19.00 
3GO1426A—Bands Only 4.00 


f NGSSE 


NEW YORK 
68 West 


CHICAGO 
30 E. Randolph St. 
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Books for Surgeons—On Approval 


The Difficulties and Emergencies of Obstetric Practice 


3d Revised Edition, 309 Illustrations. Cloth, $11.00. By COMYNS BERKELEY, M. D. 
(Lond.), and VICTOR BONNEY, M. D. (Lond.) 


Plastic Surgery 
Contains 864 Illustrations (1637 Figures). Cloth, $12.00. By JOHN STAIGE DAVIS, M. D., 
Johns Hopkins University. 

Surgery of the Upper Abdomen 


2d Revised Edition, 9 Colored Plates and 198 Other Illustrations. Cloth, $14.00. By JOHN 
B. DEAVER, M. D., and A. P. C. ASHHURST, M. D., Philadelphia. 


Operative Surgery 
8th Revised Edition, 1628 Illustrations, a number in Colors. Cloth $12.00. By JOHN F. 
BINNIE, M. D., Kansas City. 
The Nose, Paranasal Sinuses, Nasolacrimal Passageways, Olfactory Organ 
204 Illustrations, 18 in Colors. Cloth, $10.00. By J. PARSONS SCHAEFFER, M. D., 
Jefferson Medical College. 
ON APPROVAL 


Please send for examination 
Name 
Address 


P. BLAKISTON’S SON & CO., Publishers, Philadelphia 


Forty Years of Highest Service | EveryFirst-class Surgeon Needs 


International The British 
Medical Annual, 1922 | Journal of Surgery 


HIS well known Year Book of NDER the inspiration and direc- 
Treatment and Practitioner’s Index tion of Sir Berkeley Moynihan, as. 
is welcomed annually as an old, reliable chairman of the Editorial Board, this 


friend, by many thousands of surgeons 
throughout the English-speaking world. 


It gives you in compact form, alpha- 
betically arranged for quick reference, 
a wonderfully complete review of the 
year’s progress in medicine and surgery. 

The surgical articles alone are worth 
several times the price of the book. They 
include Wheeler (General), Andrews 
(Abdominal), Fothergill (Gynecology 
and Obstetrics), Groves (Orthopedic), 
Sherren (Gastric), Lockhart-Mummery 
(Rectal), Berry (Thyroid), Walker 
(Urinary) and Blomfield (Anesthesia). 
Nearly 600 pages. Many plain and 
colored illustrations. Price $5.00 net. 


famous journal is rendering splendid 
service to the profession everywhere. 
It is unexcelled for the high standing 
of its contributors, the quality of its 
articles, and the excellence of its illus- 
trations. 

Good as our American journals are, 
no surgeon who is keen to keep himself 
at the forefront in the knowledge of his 
profession, can possibly afford to miss 
these invaluable presentations of British 
and European technique, knowledge and 
experience. Published quarterly. Ten 
dollars per year. 


New Volume Begins with July 
Order at Once. Supply Limited 


WILLIAM WOOD & COMPANY, 51 Fifth Ave., New York 


SURGERY, GYNECOLOGY AND OBSTETRICS 


New and Timely Monographs 


Radium Therapy 


By Frank Edward Simpson, A.B., M. D., Professor 
of Dermatology, Chicago Polyclinic; Adjunct Professor of 
Dermatology, Northwestern University Medical School, etc, 
Former President American Radium Society; Director Frank 
Edward Simpson Radium Institute of Chicago. 390 pages, 
614x914, with 166 illustrations. Price, cloth, $7.00. 


An outstanding monograph devoted exclusively 
to the study of radium therapy in all its branches. 
Everything that the physician should know about 
this valuable agent is described by an authority. 
Beautifully illustrated. Complete bibliography. 
Over a hundred pictures of cases showing before 
and aftertreatment. Many beautiful cuts of micro- 
scopic sections, together with photographs and line 
cuts. 


You should send your order today for these important new publications 


The C. V. MOSBY CO.— Medical Publishers—St. Louis, U.S.A. 


Potter’s Version 


By Irving W. Potter, M.D., F.A.C.S., Obstetrician in 
Chief Deaconess Hospital and St. Mary’s Maternity Hospital; 
Attending Obstetrician, Buffalo City Hospital; Consulting 
Obstetrician, Buffalo Homeopathic Hospital, Columbus Hos- 
pital and Salvation Army Home, Buffalo. 138 pages, 6144x914, 
with 42 illustrations. Price, cloth, $5.00. 

This book sets forth in detail Potter’s method 
of performing version. Each step is illustrated 
with beautiful cuts made from original drawings, 
many in two colors. Today many practitioners are 
using the Potter method with entire satisfaction to 
the mother, the child, and to themselves. Potter 
claims that his method lessens shock, conserves the 
patient’s strength and prevents injury to the baby’s 
head. One of the most important contributions to 
obstetrical practice in years. 


Medical Protective 
Service 


is but an abbreviated 
term of the 


Golden Rule 


Always a Good 
Guide to Follow 


A proper consciousness of its 
fullest meaning and sincere 
application is more apt to be 
with those who Specialize in 
Professional Protection 
Exclusively 


The Medical Protective Co. 
of 
Fort Wayne, Indiana 


Don’t throw 
away torn 
and punctured 


RUBBER 
GLOVES, 
HOT WATER 

BAGS, | 
ICE CAPS, 
Etc. 

Give them longer life by using the famous 
E-Z PATCH, which sticks without the use 


of glue or cement. The process is simple. 
the results sure. 


The Prices Are: 


For Gloves—Trial package of 8................ $0.25 
Hospital] size package of 50................-...- 1.00 
For Water Bottles—Trial package of 4......... $0.25 
Hospital size package of 1.00 


THE E-Z PATCH CO. 
AKRON, OHIO 
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The Anatomy of the Human Orbit and Ac- 


cessory Organs of Vision 
By S. Ernest M.D., L.R.C.P. Dlustrated 
largely by photographs of actual dissections. 8v0 (8%x5%4). 
Pp. xii+428. $70.00. 


“This is the best work on the anatomy of the orbit and its contents with which we are 
acquainted. It not only gathers together information which is scattered about in the 
ordinary text-books of anatomy and is not easily collected, but it mz arsh: als all the facts 
in orderly fashion and adds the results of careful original investigation.” — 

British Journal of Ophthalmology. 


Cataract and Its Treatment 
By Henry Kirkpatrick, late Professor of Pathology, Medical 
College, Madras. 8vo0(8'4x%514). Pp. xiii +201, with 70 figures. 
$3.20. 


Much work having been done on the subject of cataract during the past few years, 
these observations, concisely presented by one who has had exceptional opportunities 
in this branch of medicine, will be found of great value to all those who are interested 
in ophthalmology. 
Operative Surgery 

By Atexis Tuomson, F.R.C.S., Ed., Professor of Surgery, Uni- 
versity of Edinburgh, Surgeon, Edinburgh Royal Infirmary, 
and ALEXANDER Mites, F.R.C.S., Ed., Surgeon, Edinburgh Royal 
Infirmary. Crown 8v0. Pp. xvit620. 279 Illustrations. 3rd 
Edition. $3.80. 


“Embraces everything that is accepted in surgery of today as fact.” —Journal of A.M.A. 


The Early Diagnosis of the Acute Abdomen 
By Zacuary Cope. 8v0.(812x534). Pp. xvit+224, with 28 zllus- 
trations. $3.45. 


The author has especially endeavored to assist the reader to attain a correct judg- 
ment in the evaluation of the various puzzling symptoms present in urgent abdominal 
disease. 


A Physical Interpretation of Shock, Exhaustion, 


and Restoration 
An Extension of the Kinetic Theory, by Georce W. CRriLe. 
Edited by A. F. Rowtanp. 8v0(10x7!%). Pp. xvit+232, and 
120 original illustrations, $7.50. 


_ Oxford University Press American Branch 


35 WEST THIRTY-SECOND STREET 


New York City 
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REBMAN 
COMPANY 


141 W. 36th St. 
NEW YORK 


A FEW SELECT BOOKS 


Krause, Rudolph—Normal Histology. 

Part I. This is an illustrated guide to the 
technique of microscopy. It may be, used by 
students of medicine as well as by those who 
pursue subjects of science foreign to medicine. 
Sold separately at $1.50. 

Part II. Deals exclusively with Histology. 
The 208 illustrations in this part are true re- 
productions of the colored drawings made by 
the author himself and are of the finest type. 
Sold separately at $7.00. 

Both parts together-—$8.00. 


Krause, Rudolph — Textbook of His- 
tology. 

Based upon the Normal Histology by the 
same author. It contains 36 illustrations in 
the text, 3 of which are in colors.—$3.00. 


Hart, Berry—A Guide to Midwifery. 
268 diagrams, 4 plates—$6.00. 


Jolly — Microscopic Diagnosis in Gy- 
necology. 

52 illustrations in colors of microscopic 
finding and 2 black and white figures—$7.00. 


Kisch—The Sexual Life of Woman. 

This book deals with the three phases of 
woman’s life, viz. menacme, menarche and 
menopause. It is the classic on the subject 
-—6.00, 


Martin and Jung — Pathology and 
Therapy of the Diseases of Women. 

185 illustrations in the text many of which 
are in colors—$5.00. 


Krause-Heymann — Surgical Opera- 
tions. 

Two volumes on the Head with 667 illus- 
trations mostly in colors—$16.00. 


RADIUM 
THERAPY 


FRANK EDWARD SIMPSON 


A.B., M.D. 
Professor of Dermatology, Chicago Policlinic; 
Former President American Radium Society; 


Director of The Frank Edward Simpson 
Radium Institute of Chicago 
420 pages, 6'x9!5, with 166 illustrations, mostly 
original. Beautifully printed on high-grade coated 
stock. Price, silk cloth binding, gold stamping, $7.00. 


Complete in Every Detail 


Doctor Frank Edward Simpson has devoted many 
years to the study of radium and its use in medicine 
and surgery, and is today considered one of the 
leading authorities on the subject in this country. 
The ressarch work done by Dr. Simpson, together 
with the results of cases treated, as well as a record 
of the best work of others, is given for the first time. 
The bibliography is very comprehensive and includes 
practically all work on radium published. 

This book will be of interest not only to those ac- 
tually engaged in radium therapy, but to al! physi- 
cians and surgeons for use in their daily work. 


The C. V. Mosby Company 


MEDICAL PUBLISHERS 
St. Louis, Mo. 


THIRD EDITION. Pp. xxviiit+660. With 
7 Colsred Plates and 392 Other Illustrations 


Principles: 
of Gyneecology 


By 
W. BLAIR BELL, B.S., M.D. 


Gynecological Surgeon, Royal In- 
firmary, Liverpool; Lecturer and 
Examiner in Clinical Gynecology 
in the University of Liverpool. 
Sometime Examiner in Gynecology 
and Obstetrics to the Royal Col- 
leges of Physicians and Surgeons, 
England, and to the Universities 
of Durham and Belfast; Arris and 
Gale Lecturer, and Hunterian 
Professor, Royal College of Sur- 
geons, England. 


London - - - Bailliere, Tindall & Cox 
New York - - - William Wood & Co. 
Toronto - - - = The Macmillan Co. 
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FORTHCOMING BOOKS 
WORTH WATCHING FOR 


FEER 
PEDIATRICS 


This is one of the most celebrated European books written by such famous men as 
Pfaundler, von Pirquet, Finkelstein; and revised, edited and Americanized by about 
a dozen western and southern American teachers. 


ENDOCRINES 


This volume presents in clear and sober manner our present day knowledge of the 
Endocrines without the addition of any fanciful theories. Translated by F. Raoul Mason, 
M.D., from the French of P. Lereboullett, P. Harvier, H. Carrion, A. G. Guillaume. 


MASON 


_ GITTINGS 


TUBERCULOSIS IN CHILDREN 


Based on lectures given post-graduate men in Philadelphia for the last several years, 
this book is intensely practical, concise, usable and does not re-cover the ground 
given in books treating this subject in the adult, but is devoted to the peculiarities 
of the disease in children alone. 


CUMSTON-PATRY 
STOMAC THE SURGICAL TREATMENT OF THE 
NON-MALIGNANT AFFECTIONS OF THE 
This book represents the combined experience of American surgeons versed in Conti- 
nental methods and Continental surgeons fully conversant with Anglo-Saxon methods 
It treats those questions that are interesting to both physicians and surgeons, being, 


in fact, a medico-surgical monograph on the subject which, Sir Berkeley Moynihan 
states in his introduction, is a very necessary book. 


WILSON-BRADBURY 
INTERNAL MEDICINE 


A practice of medicine by practitioners for practitioners arranged for quick reference. 
Three volumes with a separate index. You can work on the diagnosis side from the 
presenting symptom, study it under the title of the disease or the organs affected, 
with concise practical treatment for all conditions coming within the realm of Inter- 
nal Medicine. 


OPHTHALMOLOGY 


A new Seventh Edition of this world-famous book entirely rewritten and re-set with 
many improvements suggested by the author who is now lecturing in this country. 
Without a question it is the most desirable book on Ophthalmology. 


REHBERGER 


QUICK REFERENCE 


This book does for a physician what he would do for himself if he had the time and 
the facilities. It gathers under one head in its most concise form the available, practical, 
clinical information needed for quick reference on any subject in Medicine and Sur- 
gery. It gives all the facts and all in one place. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
16 John St., Adelphi East Washington Square Unity Building 


FUCHS 
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| With Dulox Needles | 
GASTROENTEROSTOMY 
ae _ Catgut sutures are now demanded exclusively for all their ulcer work by of the most | 
‘| | advanced stomach surgeons who some time ago discarded silk, linen, etc. hoc ti homed wee toe i 
a _ recently for the outer rows as well, because the contamination of a [-~~~~~-t suture with stomach _ 
contents of high acidity means a new ulcer. Hencetheintu special catgut extra tanned 
= alone. Dulox Needles are swedged on and cannot become d + combination makes a 
ready appeal to the operator who appreciates techical requirements. 
_ The'stomach and jejunum have been united = —_— Both viscera have been opened, a strand of. 
a continuous Lembert suture Extra Tanned Catgut with two Dulox Needles has 
« 7 with —— Dulox Needle. Theouterrow tied at the middle of the inner suture row 
of sutures is completed. behind, and the right half of the row completed. 
Bo oniune; turning of the corners” has been accom- _ The outer row has been half completed in 
plished with ace two _ front by using the needle and Catgut which 
dropped after the two viscera had been 
e er row \ e sim, sewn together in Figure 


SURGERY, GYNECOLOGY AND OBSTETRICS 


‘ne high esteem in which Colgate’s Ribton Dental Cream is 

held by representative surgeons, physicians, dentists, and 
members of the nursing profession needs no explaining to those 
who understand the full force of traditional obligations. 


It is believed that Colgate’s Ribbon Dental Cream is in every 
respect worthy of the name it bears, and that there is ample 
foundation for its enduring popularity with the better minds in 
dentistry and medicine. 


A generous supply of samples will be 
sent to registered nurses, post-paid, 
on request. 


Welfare Dept. 
COLGATE & CO. 


Established 1806 
New York, N. Y. 


Cleans Teeth 
the Right Way 


Applicators of Approved Design. 
Salts of Highest Purity. 


U.S. Bureau of Standards Certificate. 


Standard Chemical Co. 


Our SERVICE IS TRADITIONAL 


Co f Le Pittsburgh CH C 
“The Therapy” RADIUM EMICAL 0. 


William H, Cameron, M. D. Charles H. Viol, Ph. D. PITTSBURGH, PA. 
L V. Walker, A. B. Arthur L. Miller, B.S.. Ch. B. BOSTON CHICAGO NEW YORK 


SAN FRANCISCO 
Flood Building 
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ENGELN BUCKY-POTTER DIAPHRAGM 


THE ENGELN ELECTRIC COMPANY 


THE 


Radiographs of any part of the body, taken with this Diaphragm, 
will be clear, contrasty and of excellent diagnostic value. 


4601 Euclid Avenue, CLEVELAND, VU. 


| WAPPLER L 


WAPDLER 


Cystoscopes and 


OVER TWENTY-FIVE YEARS”’ 


Cysto-Urethroscopes 


We illustrate one of the most popular 
instruments in the Wappler Line, the 
Convertible Cystoscope for Examina- 
tion, Catheterization and Op 


| WAPPLER | 


The greatest efforts of the physician, the opticist 
and the mechanic have been put forth in the de- 
sign and construction of instruments for the con- 
venient endoscopic examination, catheterization 
and operation within the genito-urinary tract. 
Wappler Electrically Lighted Diagnostic Instru- 
ments are the finest produced. Catalog Bulletins 
No. 200 and No. 201 describe Cystoscopes and 
Cysto-Urethroscopes. Send for them at once. 


WAPPLER ELECTRIC COMPANY, Inc. 


LONG ISLAND CITY N. Y., U.S. A. 
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Eastman 
Dupli-Tized X-Ray Films 
for 


Direct and Screen Exposures 


Eastman Kodak Company 
Medical Division Rochester, N.Y. 


3 
| 
q 


28 


SURGERY, GYNECOLOGY AND OBSTETRICS 


MEYER BUCKY DIAPHRAGM 


The advantages of this over other models are: 


Less time of exposure. 
and smooth operation without jar and jolt. 


Webbing to hold patient in place. 


The curved top is not cold or chilly to the patient and the webb strap is ten inches wide. 
The frame is all aluminum, satin finish, light of weight and classy of design. 
It will take all sizes of cassettes from 5x 7 to 14x 17. 


May be used in vertical or horizontal position. 


Made in various styles and grids. The finest and most precise for all requirements. 
Our fine grid will give excellent results with a medium focus tube at 9 inches back-up. 
We make also a special size of Bucky Diaphragm, 36 inches long, for those who require it. 


THE WM. MEYER CO. 


Constant variation of speed, eliminating the showing of grid. Easy 


1648 N. Girard St., CHICAGO, ILL. 


The Storm Binder 
and Abdominal Supporter 


(Patented) 


Adapted to use of men, wo and children, for any 
purpose for which an abd 1 is ded 
High and Low Operations, Ptosis, Pregnancy, 
Obesity, Hernia, Relaxed Sacro-lIliac Articula- 


tions, Floating Kidneys, etc. 


Folder on request — with prices, materials 
and physicians’ testimonials 


Mail Orders filled at Philadelphia—within 24 hours 
Katherine L. Storm, M.D. 


1701 Diamond Street, Philadelphia 


FREE 


NEW EDITION—It Tells You 
HOW to get RESULTS in the treatment 
of many chronic conditions which do not 
respond readily to your present methods. 

HOW to aprly Galvanic, Faradic and 
Sinusoidal Currents scientifically. 
HOW to treat Pelvic and lower abdominal 
diseases by Dr. Mel. R. Waggoner’s new 


method and appliances. 
It telis you all about the great 
Practice Builder 


THE McINTOSH UNIVERSALMODE 


“*Seven Apparatus in One” 


Twenty-three Modalities. 
All Treatment Currents 

“Earth Free.” Complete in 
One Unit for A.C. 

UTILITY, ECONOMY, 
SAFETY, DURABILITY, 
PRICE 
All In Its Favor 
Send coupon today for your 


copy of ‘‘Electro-Thera- 
peutics Condensed” 


McINTOSH ELECTRICAL 
CORPORATION 


Est. 1879 


Successors to McIntosh 
Battery & Optical Co. 


Main Office and Factory 
McIntosh Bldg. 
223-233 N. California Ave. 


The “Universalmode” Chicago, Ill. 
Gentlemen: Please send me copy of ‘Electro-Therapeutics Con- 
densed”’ and full detai's regarding the McIntosh Universalmode. 


Address 
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Your Present Victor 
Potter-Bucky Diaphragm 
fits the Victor Bucky Table 


Victor Improvements 


Your Present Victor 
Tube Stand will also fit 
the Victor Bucky Table 


Will Fit Your Present Victor Apparatus 


E research systematically 
conducted by the Victor X-Ray Cor- 
poration results in the development of 
many improvements. No physician 
wishes the science of Roentgenology, 
so dependent on apparatus, to stand 
still. 
But whatof thephysicianwhohasbought 
a complete Victor equipment, only to 
find, a few months later, that improve- 
ments have been made? Must he install 
an entirely new equipment in order to 
keep abreast of the times? 
It has been the policy of the Victor X- 
Ray Corporation, wherever possible, to 
design apparatus and their accessories 
so that improvements may be adapted to 


existing apparatus without the necessity 
of discarding an entire equipment. Ina 
word, Victor apparatus is standardized. 
Take the Victor Bucky Table, for ex- 
ample. This table will readily accommo- 
date the Victor Model Potter-Bucky 
Diaphragm; any Victor tube stand can 
also be attached in a few minutes. Thus, 
in instances where the X-Ray Labora- 
tory already has the Victor Diaphragm 
and Tube Stand, the only expense in- 
volved is the table itself. 

So, standardization of Victor apparatus 
makes it possible for the physician to 
take advantage of the latest develop- 
ments of research without completely 
discarding his X-Ray equipment. 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago 
Sales Offices and Service Stations in All Principal Cities 
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National Medical 
Committee 
CHARLES H. Mayo 
Harvey CUSHING 
M. W. IRELAND 
LEWELLYsS F. BARKER 
M. J. Rosenau 
HipEyo NoGucut 
HAVEN EMERSON 
CuHartes E. Humiston 
ABRAHAM ZINGHER 
MICHAEL MICHAILOVSKY 
GEORGE BLUMER 
Tuomas W. SALMON 
Pua@psus A, LEVENE 
Aaron J. ROSANOFF 
Jay F. SCHAMBERG 
S. SoLtis CoHEN 
Jos. GOLDBERGER 
ApDOLPH MEYER 
Wittiam H. WetcH 
Jaceues Loes 
G. A, FRIEDMAN 
. A. M. BARRETT 
NATHAN E. BRILL 
Morton PRINCE 
GEORGE BAEHR 
Water B. CaNNon 
CuHarLes H. FRAZIER 
Howarp A. KELLY 


through the American Friends Service Committee (Quakers). 


WITHOUT TOOLS 


to what end are the surgeon’s unerring eye, 
his sure, swift hand, those years of laborious 
training? All his knowledge, all his skill, 
all his desire to serve his fellow man avail 
him nothing if he lacks the tools of his trade. 


Yet this is the plight today of Russia’s 25,000 
physicians and surgeons. War, Revolution, Block- 
ade and Famine— seven years of Isolation and 
hardship have swept her hospital store-rooms bare 
alike of the commonest drugs and the most essen- 
tial instruments. 
“Not to be found anywhere” is the cryptic summary 
. of the relief worker in certain districts, writing of 


available drugs, surgical instruments, dressings and 
anaesthetics. 


Of you AMERICAN MEN OF SCIENCE 
—-so many to their few— they ask not charity, but 


The Tools of Your Common Trade! 


THE AMERICAN MEDICAL AID FOR RUSSIA 


with the backing of twenty-four of America’s most eminent physicians and surgeons 
ships bi-weekly to Russia medical, surgical and hospital goods for distribution 


Well-known manu- 


facturers of supplies are already assisting this organization, but the need of help 
constantly outstrips the response. 


Your contribution, large or small, will be converted at once 
into thermometers, soap, quinine, narcotics, disinfectants, 
dressings, anaesthetics and surgical instruments. 


National Trade 
Committee 


Oscar W. SMITH 
Mitton CAMPBELL 
J. K. Litty 
HERMAN A, METz 
M. M. Marcuse 
Tuomas J. Lyncu 
BENJAMIN F. Hirscu 
Dr. L. L. WATTERS 
ALBERT M. Topp 

E. M. Jounson, Jr. 


Officers 


Make checks and money Mrs. HENRY VILLARD 


Chairman 
Mr. ArtuHuR S. LEEDS 
AMERICAN MEDICAL Treasurer 


AID FOR RUSSIA 
Room 901-J 
103 Park Ave., N. Y. 


Dr. MILLER 
Secretary 
Committee on Supplies 


FRANCES WITHERSPOON 
Executive Secretary 


4 
a 
x ~ 


SURGERY GYNECOLOGY AND OBSTETRICS 


31 


EXPERTS 


Throughout the Bauer & Black labora- 
tories, experts are in charge. And they 
are men who are imbued with the spirit 
of maintaining the highest standards. 
Every facility is at their command. 
And they are constantly studying your 
requirements. So that each Bauer & 
Black product, when it comes to you, 
represents the highest possible perfec- 
tion, worthy of your complete faith. 


Among the products bearing the Bauer & Black label are: 
Handy Package Cotton, Surgeon’s Soap, Handy Fold 
Gauze, Adhesive Plasters, Plaster Paris Bandages, For- 
maldehyde Fumigators, Ligatures and Sutures, Plain and 
Medicated Gauze, and Gauze Bandages. 
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RADIUM RENTAL SERVICE 


Radium loaned to physicians at moderate rental fees, 
or patients may be referred to us for treatment if 
preferred. 


Careful consideration will be given inquiries concern- 
ay ing cases in which the use of Radium is indicated. 


a BOARD OF DIRECTORS 


William L. Baum, M. D. N. Sproat Heaney, M.D. Frederick Menge, M. D. 
Louis E. Schmidt, M. D. Thomas J. Watkins, M. D. 


The Physicians Radium Association 
1114 Tower Building, 6 N. Michigan Ave. 
Telephones, Randolph 6897-6898 CHICAGO, ILL. William L. Brown, Manager ki 


Jefferson 
Suprapubic Apparatus 


consists of a 
meta! cup with 
an inflated soft 
rubber rim and 
a soft catheter 
draining out 
direct from the bladder 
into a long urinal that 
is strapped toleg. Held 
in place by a body 
band. In ordering send 
circumference of body. 


PRICE, $20.00 
Another Specialty—Dr. Brick’s 
Colostomy Apparatus - $5.00 


Wm. V. Willis & Co. 


Surgical Instruments and 
Hospital Supplies 


131 So. 11th Street 
PHILADELPHIA, PA. 


WILLIS CO. 
Pein 


— 


Smith Bone Clamps 


For Operative Fractures 


NO SCREWS ARE USED 


These clamps supply a want in bone 
surgery not met by any other clamp 
or device now in use. They are easily 
applied and quickly removed, require 
no screws and nothing is driven into 
the bone tissue. 

Send fer Descriptive Circular 


sold bythe leading Surgical Supply Houses in 
the United States and Canada, and by 


TheSmith BoneClampCo. 


Watertown, N. Y. 
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TRADE MARK REG. U.S; PAT, OFF 


(Neoarsphenamine-Metz) 


is unsurpassed 
in reliability 
in trypanocidal efficiency 
in ease of administration. 


Neosalvarsan is manufac- 
tured by the process used 
in preparing the original 
Ehrlich product and offers 
the physician the ideal 
means for treating the luetic. 


HAMETZ LABORATORIES, Inc 


One-Tuenty-Two Hudson Street, New York. 
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HARVESTING DIGITALIS ON THE MULFORD DruG Farms, GLENOLDEN, PENNA. 


DIGITOL 


- (WORD-MARE) 


Digitol is a dependable and uniform Tincture of Digitalis— 
U.S. P. Strength—from which the vegetable fats have been extracted. 


It is adjusted to a definite standard by a series of chemical 
and physiological assays. 


Comparative tests by the U.S. Bureau of Hygiene (Bulletin 
48, December, 1908) and the American Medical Association (A.M.A. 
Journal, September 13, 1913), have proved the activity, uniformity 
and superiority of Mulford Digitalis. 


Digitol is produced from the leaves of Digitalis plants grown 
on the Mulford drug farms, and every step, from the selection of 
the seed to the finished product, is under scientific control. 


It is furnished in one-ounce vials only, to insure against 


VLFO, 
deterioration. 


THE 


47119—M 
Ph eee I H. K. MULFORD COMPANY, Philadelphia, U. S. A. 
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NEODIARSENOL 


(Neoarsphenamine ) 


As a result of more than two years research work a method 
of control of toxic by-products in the manufacture of Neodiarsenol 
has been perfected. 

In addition to possessing in the highest degree the physical 
and clinical features desirable, Neodiarsenol now offers chemical 
purity and biological results heretofore unequalled. 


If you have an occasion to use arsenicals this merits your 
attention. Detailed literature and latest price list will be sent 
upon request. : 

Neodiarsenol may be obtained through your dealer, or direct 
from any of our offices. 


pid DIARSENOL COMPANY, Inc. 
BUFFALO 


* Benzylets | 
a take the place of Opium 


in so many pathologic conditions that their use 
in ‘‘the morphine habit’’ seems quite logical; 
and the reported results are in the main good. 


The dosage depends upon conditions; the rule 
seems to be to begin with two or three and repeat 
as often as required. 


BENZYLETS SHARP & DOHME 


in boxes of 24 at your druggist Sole Makers 
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Established 1844 


ip 


AN IMPROVED NEEDLE FORCEPS 


by 


EMMET A. PRINTY, M. D., Chicago 


The forceps were originally made 
to use with straight needles, when 
doing gastro - intestinal suturing, 
but they can also be used to hold 
curved needles, especially when su- 
turing the skin. It can be kept on 
the thumb ready for instant use and 
does not have to be laid aside when 
tying suturing. In pulling the su- 
ture taut the thread should be 
grasped between the middle and 
ring fingers to prevent pulling out 
the needle. It may be used by the 
assistant as a needle puller. 


PRICE $3.75 


For Further Detailed Information, Write for Our Circular 


SHARP & SMITH 


Manufacturers and Exporters of High Grade Surgical Instruments and Hospital Supplies 


65 E. LAKE STREET, CHICAGO, ILL. 
Between Wabash Ave. and Michigan Blvd. 


Incorporated 1904 


SACRO-ILIAC BELTS 
“THE MAYO” 


A satisfactory appliance 
for controlling and reliev- 
ing Sacro-lliac sub-luxa- 
tion. 

Is constructed of heavy 
six inch orthopaedic web- 
bing, with a separate ab- 
dominal plate, providing 
for its correct adjustment, 

= with a suitable sacral pad 
Front View attached and covered with 
chamois. Should be tightly buckled in front on each side, 
before direct pressure is secured over the sacrum by the 
lacings which are provided at that point. 

Price to patient is $10.00. Take measurement around the 
hips three inches below the Iliac crests, or directly over the 
trochanters. 

THE J. F. HARTZ CO. 
Physicians’, Nurses’, Hospital and Sick Room Supplies 


DETROIT, MICH. 


A sanitary enamel baby-blue 
bead necklace is with 
white enamel lettered 

spelling name, and sealed on 
baby before umbilical cord is 
cut. Relieves nurse and mother 
from worry and hospital from 
responsibility. Adopted by over 4 
1,000 hospitals in 1920-21. 


J. A. Deknatel & Son, Inc. 


12 Heyward Street 
BROOKLYN, NEW YORK 


Write for sam- 
le necklace, 
Illustrated lit- 
erature, 


of obstetrical 
4 cases Der 
% month. 


The 
NEW 


Nitrous 


ADMINISTRATION 


with or without ether, as 
perfected by our expert 
anesthetists, can be used 
for the most difficult oper- 
ations with perfect success 


Pink, Relaxed Patients 


throughout the longest 
operations. 


Write for full information 


SAFETY ANAESTAESIA APPARATUS 


1652 Ogden Ave. 


Chicago, III. 
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Is a special milk for babies and not an ordinary milk powder. 


Clinical tests, the results of which have appeared in medical literature from time to time, have 
demonstrated beyond a doubt the ready digestibility and high nutritive index of Dryco. 
Nutrition tests of Hess and Unger, Hart, Steenbock and Ellis have demonstrated that Dryco 
has largely retained its anti-scorbutic properties. 


Every possible means should be employed to maintain breast feeding. 


In this connection, Dryco is an invaluable adjunct. In most cases mothers are unable to feed 
their babies without interruption for five or six months, but if Dryco is substituted for one of 
the feedings, such as the 3 P. M. feeding, it will give the mother a much needed rest and afford 
her an opportunity for recreation. This promotes better health and therefore insures a better 
milk supply. In cases where the milk supply is not sufficient, added feedings of Dryco can be 
given after each breast feeding. Unusually good results are reported in these cases. 


Send for samples and our new revised edition 
**How to Use Dryco and Protolac’’ 


16 Park Row THE DRY MILK COMPANY New York City 


“An International Institution for the Study and Production of Pure Milk Products” 


duced to a size suitable for desk orna- 
ment, 558x104 inches. 


Dr. John B. Murphy 


REPLICA in 
plaster (bronze Gluten Flour 
finish) of a marble Guaranteed to comply in all respects to 
was pre standard U. S. Dept. of 
Manufactured by 
FARWELL & RHINES 
sented to the Amer- 


ican College of Sur- 
geons by Mrs. John 


B. Murphy, will be 


sent on applicator THIS COUPON and 
bust has been re- ONE DOLLAR 


Entitles You to 


One v$ 
Price, $16.00—Sent Prepaid 
of E 
M. THOMAS MURPHY 
Chicago, Ill. TAPPAN ZEE SURGICAL CO. 


Box E, Nyack, N: Y. 
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A COMPETENT CORSET 


The Camco gives a rigid, vise-like support 
combining two principles of treatment, 
viz.,—an abdominal uplift and sacro-iliac 
binder. The Camco is not only com- 
petent from the standpoint of the physi- 
cian, but its daintiness and its modish 
design appeal at once to the most dis- 
criminating patient. 


CAMCO 


REDUCING zzz 


CORSET 


A Goodwin Corset Shop will be found in the 
principal cities of the United States as the follow- 
ing list will show. In addition thereto we are 
pleased to announce that our service may now be 
obtained in London, Liverpool and Manchester, 
England, and in Edinburgh, Scotland. The 
patient in the British Isles may now obtain that 
expert service which is characteristic of all Good- 
win Corset Shops in the United States. 


REPRESENTATIVES IN THE BRITISH ISLES 


ALLEN & HANBURY’S, Ltd. 

48 Wigmore Street - Cavendish Square, London 

ALEXANDER & FOWLER 
104-106 Pembroke Place - - Liverpool 
JAMES WOOLLEY SONS al CO., Ltd. 

76 Deansgate - Manchester 
ARCHIBALD YOUNG SON 

57-61 Forrest Road - Edinburgh 


Canadian Manufacturers 
CHANDLER & FISHER, Ltd. 


Keewayden Block Winnipeg, Man. 
NEW YORK - - 373 Fifth Avenue 
CHICAGO - - 59E. Madison Street 
Boston e ° - - 120 Boylston St. Pittsburgh - - - 2010 Jenkins Arcade 
Cincinnati - 433 Race St. Portland, - - - 390 Morrison 
Columbus, O. 104 N. High N. - 1143 Granite Bldg. 
Denver - - - - 1764 Broadway St. Louis - - - - 513 Olive Street 
Detroit 313 David Whitney Bldg. St. Paul -  634Hamm Bldg. 
Grand Rapids 8 Monroe San Francisco - - - 449 Mason 
1013 Rusk Seattle - - - - Haight Bidg. 
Indianapolis - - Meridian St. Spokane - - - 401 Empire State Bld. 
Kansas City 1122 Grand Ave. Springfield, Mass. - ° . 336 Main St. 
Omaha 207 S. 18th St. Syracuse - - - - 35 The Mowry 
1120 Walnut St. Tacoma - - - 1126!2 Broadway 
.os Angeles - 649 S. Flower St. Toledo - - - 315 Huron St. 
Madison, Wis. 26 N. Carroll St. Salt Lake City - - - 22 East Broadway 


Address All Correspondence to 


S. H. CAMP & COMPANY. Manufacturers, Jackson, Michigan 
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THE BATTLE CREEK SANITARIUM AND HOSPITAL—Established 1866 


Medical Surgical Orthopedic 
Neurological Obstetrical Reconstructive 


Educational Department 


Training School for Nurses Normal School of Physical Education School of Home Economics and Dietetics 
Students received on favorable terms Registered trained nurses, dietitians and physical directors supplied 


NOTE—Worthy cases of charity referred by physicians receive free examination and treatment 
Full particulars of the Clinic will be sent on application 


Descriptive literature mailed free upon request 


THE BATTLE CREEK SANITARIUM 


Box 243, BATTLE CREEK, MICHIGAN 


ROYAL MAIL TO EUROPE 
“‘The Comfort Route” 
Regular fortnightly sailings from New York to 
FRANCE ENGLAND GERMANY 


by the famous “‘O”’ steamers, ‘‘Orbita’’, ‘‘Orduna’’, ‘‘Oropesa’’, world-famous 
for smooth sailing, excellent cuisine and thoughtful steward service. Your 
comfort and pleasure is always the first consideration. 


Let’ Us Help You Plan Your Trip 


BERMUD A: Weekly sailings throughout the winter by palatial S. S. ‘‘Araguaya’’, 17,500 tons dis- 
* placement 


From New York every Saturday 
From Bermuda every Tuesday 


The largest steamer in the Bermuda trade. The superior service of our European and South American 
liners will be maintained on the ‘‘Araguaya.’’ 


Special Clinical Tour to England, Scotland and the Continent, under direction 
of Dr. J. L. Smith of Chicago, now being organized to sail outward about June 
10th and returning latter part of August. For complete information concerning 
this tour address Dr. J. L. Smith, “% Chicago Office, Royal Mail Steam Packet Co. 


For rates and sailing dates to all points write Dept. ‘‘D’’ 


The Royal Mail Steam Packet Company 


117 W. Washington Street 325 Second Ave., South 
Chicago, III. Minneapolis, Minn. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


an 


New Post-Graduate 


Medical School and Hospital 


PEDIATRIC SEMINAR 


* FIRST MONTH—Course begins first of each month. FEE,$150. 1 Month 
Hours MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY 
Anatomy and Quiz Pediatric Pediatric Clinical Bedside 
9-10 Physiology ofthe | Diagnostic and Diagnostic 
Normal Child Therapeutic Conference ConSesense Methods Rounds 
ini Tracheotomy ; Cardiac 
10-11 Bedside Rounds and Intubation Clinic 
on the Cadaver Therapeutic 
= Hygiene and Pre-| Anaphylactic : Bedside Malnutrition 
_|ventive Pediatrics| ra linic Therapeutics Contagious Clinic 
| 102 Clinical Clinical Clinical Clinical Diseases Conference and 
| Lecture Lecture Lecture Lecture Quiz 
2-3 Practical Diagnosis and Practical Diagnosis and Practical Diagnosis and 
Pediatrics Treatment Pediatrics Treatment Pediatrics Treatment 
™ Physical .| Diagnosis and Physical Physical Diagnosis and 
3-4 Diagnosis Treatment Diagnosis Dermatology Diagnosis Treatment 
45 Infant Diagnosis and Infant Diet in Older Infant ferret Fel 
Feeding Treatment Feeding Children Feeding Tract in Children 
TWO MONTHS COURSE— ove ONLY TO THOSE WHO HAVE TAKEN THE FIRST MONTH OF THE 
IATRIC SEMINAR. Fee, $200—2 Months 
Microscopical Mircea Microscopical Microscopical Microscopical Microscopical 
and Chemical and Chemical and Chemical and Chemical and Chemical and Chemical 
Q-II Diagnostic Diagnostic Diagnostic Diagnostic Diagnostic Diagnostic 
Methods in Methods in Methods in Methods in Methods in Methods in 
the Laboratories | the Laboratories | the Laboratories | the Laboratories | the Laboratories | the Laboratories 
II-12 Clinical Medicine|Clinical Medicine|Clinical Medicine/|Clinical Medicine Surgical 
Contagious Diagnosis 
12-1 Clinical Lecture | Clinical Lecture | Clinical Lecture | Clinical Lecture Diseases in Children 
2-5 Clinical Clinical Clinical Clinical Clinical Clinical 
Pediatrics Pediatrics Pediatrics Pediatrics Pediatrics Pediatrics 


FOURTH MONTH-—OPEN ONLY 


EDIATRIC SEMINAR. Fee, $100 


OSE WHO HAVE TAKEN THE FIRST THREE MONTHS OF THE 


Pediatric Pediatric wns 
9-10 in iagnostic an in edside Rounds 
Babies’ Wards Therapeutic Conference Conference Babies’ Wards 
| yo-11 Bedside Rounds | Bedside Rounds | Bedside Rounds | Bedside Rounds| Bedside Round Bedside Rounds | 
Traumatic Care of the ve 
| Surgery Oral Surgery Speech Defects Oral Surgery Normal Infant 
| incl. Fractures and Child | 
| " ti X-Ray Heart X-Ray Gastro- | X-Ray Osseous Radium Plaster of Paris 
| Lecture and Lungs intestinal Tract System Therapy Technique 
ractica perat ons or ractica uroscopy ini 
| oa Ear Clinic Ophthalmoscopy Lecture Ophthalmoscopy 2-3 Ear Clinic 
| 2-3:30 
| Clinic Congenital Clinic Torticollis 
Clinic Clinic Syphilis and Clinic Constitutional Clinic: 
3:30 Poliomyelitis Rickets Arthritis Bone and Joint Affections Scoliosis and 
to and Resulting Scorbutus deformans Tuberculosis producing Plaster 
| 4230 Deformities Congenital Fiat Foot General General and Technique 
Dislocations Club Foot and | ‘Consideration Local 
Hallux Valgus Distortions 


FIFTH AND SIXTH MONTHS—Ward Duty as Graduate Student 
Complete Six Months Course Fee--$500 


For further particulars address 


Dean of the New York Post-Graduate Medical School and Hospital 
NEW YORK CITY 


| 303 East Twentieth Street 


} 
| 
| 
| 


SURGERY, GYNECOLOGY AND OBSTETRICS 


“Always Ready—No Time Lost” 


oe is a rapid solvent of ne- 

crosed tissue even in high dilution. The 
simple addition of water makes, in one min- 
ute, acorrect Dakin’s solution (no testing nec- 
essary) which is less irritating than the 
Dakin’s solution made in the ordinary la- 
borious way. 


Pus-free Wounds 

Now are Possible 
Prepared to a uniform and definite hypo- 
chlorite strength (Na OCI 4.05%) and 


exceedingly low alkalinity (16 of 1%), 
with hypertonic salinity. 


Can be used full strength or diluted accord- 
ing to physician’s or surgeon’s need. 


Possesses remarkable keeping qualities. 


Council cApproved. cA, M. cA. 
| 


Send for Sample and Literature to 


BETHLEHEM LABORATORIES, Inc. 


PITTSBURGH PENNA 
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BECTON, DICKINSON & Co. 


RUTHERFORD, N. J. 


Makers of Genuine Luer Syringes, Yale Quality Needles, B-D Thermometers, 
dice Bandages, Asepto Syringes, Sphygmomanometers and Spinal Manometers 


| 
‘ 
Va 
LUER Syringes and YALE Needles always fit 
| B-D Fever Thermometers 
Syringes bs | 
Genuine When Marked 


LABORATORY 


Asthma and Hay Fever 


Local application to. eyes, nose 


and throat, hypodermatically 


1:10000 solution into the arm or 
neck. 


Suprarenalin designates the pure 
Suprarenal astringent hemostatic 
and pressor principle without 
preservatives. 


Suprarenalin Solution and Ointment, 1:1000 


In Obstetrics and Surgery 


Pituitary Liquid, an uncontami- 
nated solution of posterior Pitui- 
tary substance, standardized 4% 
c.c. ampoules, obstetrical or sur- 
gical, 1 c.c. ampoules surgical or 


Literature to physicians, pharmacists and hospitals 


ARMOUR anc COMPANY 
CHICAGO 


pal 


Promotes convalescence. 


For the Surgical Patient 


The Origi 


Maintains eliminating organs 


7, 


al 


in good condition. Served hot or cold nourishes after 
tonsillectomy with least discomfort to patient. Alleviates 


surgical shock. 
Avoid Imitations 


Samples Prepaid 


HORLICK’S MALTED MILK CO. 
RACINE, WIS. 


4 Ve? 


R. R. DONNELLEY & SONS CO., PRINTERS, CHICAGO 
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